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Abstract and purpose of the critical review 
The purpose of the critical review is understood to be a critical reflection and 
comment on the work presented in the papers. The critical review is centred on the 
papers, as they form the substance of the submission, and the wider tobacco control 
literature. This review has not attempted to re-analyse the findings of the studies but 
attempts to draw wider lessons from the studies and to contribute to the future 
implementation of tobacco control policy and programmes. It will be claimed that the 
contribution to the research studies, the publications and the critical review 
represents a significant body of work and contribution to the advancement of 
knowledge in tobacco control. 
The aim of the thesis is to present and critically review six publications on the social 
de-normalisation of tobacco use, as it relates to public and private smoke-free 
environments and professional engagement in Scotland. The publications are treated 
as a coherent body of tobacco control research and draw upon three studies 
conducted over the period 1999-2007.  
Breathing Space Study 1: 1999-2002 evaluated an intervention which aimed to 
produce a significant shift in community norms towards non-smoking in a low-
income area.  A process evaluation, as part of a quasi-experimental design, was 
undertaken in the intervention area, using a range of qualitative methods, including 
observation, in-depth interviews and focus groups. Papers 1 and 2 explore the 
context of health promotion professional practice in the development and 
implementation of tobacco control interventions in one disadvantaged community.  
The Qualitative Community Study 2: 2005-2007 aimed to explore the impact of the 
Scottish smoke-free legislation on attitudes and behaviour, at both individual and 
community levels, in four socio-economically contrasting localities in Scotland. A 
longitudinal qualitative evaluation was conducted using observation, in-depth 
interviews with smokers and ex-smokers, key stakeholders and focus groups. Papers 
3 and 4 explore qualitative differences in the experience of smoke-free legislation in 
advantaged and disadvantaged communities, with particular consideration of the 
unintended consequences of the legislation for some smokers.  
The Smoke-free Homes Study 3: 2006-2007 aimed to describe changes in smoking 
behaviour and attitudes to smoking following implementation of the smoke-free 
legislation. It sought to identify the potential enablers and barriers to reducing SHS 
exposure in the home. A cross-sectional study was conducted using qualitative 
interviews. Papers 5 and 6 explore the changing discourses about second-hand 
smoke exposure, and the development of smoking restrictions in the home, with a 
particular focus on motivation to protect children. In addition, insight into the 
changing culture of professional practice in creating smoke-free homes was gained.  
Key findings A synthesis of key findings from these publications supports the 
identification of three major themes: the experience of power at each stage of the 
process of the social de-normalisation of tobacco use; the experience of 
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stigmatisation of smoking as a consequence of policy; and health promotion practice 
as both barrier to and enabler of the implementation of smoke-free environments in 
the community and the home. The thesis also highlights the benefits and challenges 
of two research methodologies, process evaluation and qualitative longitudinal 
research (QLLR), in capturing both intended and unanticipated aspects of policy and 
practice implementation. This synthesis of the key findings that cut across the three 
studies has generated four research questions that are explored in this critical review: 
1. How can policy be evaluated in community settings and in the home? 
2. How do smokers, particularly disadvantaged smokers, engage with tobacco 
control policies and interventions? 
3. Is professional practice a barrier or facilitator to understanding the impact of 
tobacco control policies and interventions? 
4. What are some of the key unintended consequences of recent tobacco control 
policies? 
Conclusion This thesis contributes to knowledge through a critical account of the re-
shaping of smoking as a collective lifestyle, in both public and private domains. The 
social de-normalisation of tobacco use is experienced differently in advantaged and 
disadvantaged social contexts. Population tobacco control strategies may benefit 
from contextual adjustments, particularly for those smokers who live in areas of 
disadvantage and thus experience dual stigmatisation. Additionally, the effectiveness 
of future interventions would be enhanced by a more nuanced understanding of 
smoking behaviour, as a collective social practice, embedded in specific spaces, 
places and times.   
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ownership and empowerment in a community development programme: tackling 
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Chapter 1 Introduction 
The aim of the thesis is to provide a critical review of the contribution to the field of 
tobacco control of six published papers that have explored the development of 
smoke-free communities and smoke-free homes in Scotland. The six papers are 
treated as a coherent body of tobacco control research and draw upon the empirical 
work of three tobacco control studies conducted over the period 1999-2007.  The 
synthesis of the key findings that cut across the three studies has generated four 
research questions that are explored in this critical review: 
1. How can policy be evaluated in community settings and in the home? 
2. How do smokers, particularly disadvantaged smokers, engage with tobacco 
control policies and interventions? 
3. Is professional practice a barrier or facilitator to understanding the impact of 
tobacco control policies and interventions? 
4. What are some of the key unintended consequences of recent tobacco control 
policies? 
 
The scope of this critical review does not allow for a comprehensive assessment of 
the literature on the de-normalisation of tobacco use. It is recognised that there are 
many policies and interventions integral to the de-normalisation of tobacco use that 
are informed by a significant body of literature. Here, however only the development 
of public and private smoke-free environments within community contexts is 
explored. In this introductory chapter I will therefore provide some background on 
exposure to second-hand smoke as a public health problem and consider the 
international and Scottish evidence of the benefits of smoke-free environments.  I 
will first, define second-hand smoke (SHS) and explore why exposure to SHS is 
considered a public health problem, highlighting the health consequences of 
exposure to second-hand smoke to both children and adults. As the studies are 
located in Scotland, a short background on the recent history of Scottish tobacco 
control policy is presented.  Next, I consider the international evidence, drawn 
primarily from two recent systematic reviews (IARC, 2009; Callinan et al., 2010), on 
the main benefits of smoke-free environments.  The consistency of the Scottish 
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findings with the international evidence on the effectiveness of smoke-free 
environments is explored, drawing on findings from the Scottish portfolio of 
evaluation studies (CLEAN) of the implementation of Scottish smoke-free 
legislation. In particular, evidence on the impact of Scottish smoke-free legislation 
on adults’ and children’s exposure to SHS, improvement in air quality and 
improvement in bar workers’ health, and socio-cultural impacts are described.  
Lastly, I draw on qualitative findings to explore the barriers and motivators of 
smoke-free homes from a UK perspective.  The introductory chapter concludes with 
a brief outline of the particular contribution of the six publications that are 
considered by the critical review and the structure of the thesis is outlined.  
The development of smoke-free environments in public and private places -a 
cornerstone of recent Scottish tobacco control policy- was informed by the growing 
international consensus about the serious harm caused to non-smoking adults and 
children as a result of their involuntary exposure to second-hand smoke (SHS) 
(Surgeon General Report, 1986; 2006). In 2003, the first global public health treaty 
for tobacco control, known as the Framework Convention on Tobacco Control 
(FCTC), was negotiated. Article 8 of the FCTC covered protection from exposure to 
tobacco smoke. Guidelines to support the implementation of Article 8, published in 
2007, set out ‘best practice’ guidance on the implementation and enforcement of 
smoke-free environments for both indoor and outdoor public places, public transport 
and workplaces. This international consensus and the growing body of evidence that 
creating smoke-free environments is an effective and acceptable public health 
intervention led, in Scotland, to the enactment of smoke-free legislation in March 
2006. Exploratory research to inform policy and interventions for smoke-free homes 
followed.  Some seven years earlier a community development intervention 
‘Breathing Space’, which was an early example of a project aiming to de-normalise 
tobacco use in the community, had been developed and implemented in Edinburgh.  
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1.1 What is second-hand smoke and why is it a public health problem? 
In 2006 the Report of the U.S. Surgeon General reviewed evidence on second-hand 
smoke exposure (SHSE), also known as environmental tobacco smoke (ETS) or 
passive smoking. The Surgeon General’s executive summary (2006) defined SHS: 
“as a mixture of two forms of smoke given off by burning tobacco.  Side-stream 
smoke comes from the end of a lighted cigarette, pipe, or cigar and mainstream 
smoke is exhaled by smokers.  It is also a known human carcinogen (cancer-causing 
agent). Side-stream smoke has higher concentrations of carcinogens than 
mainstream smoke” (p.iv) 
The U.S Surgeon General’s Report (2006) reached a number of important 
conclusions which indicated the need for public health intervention. SHSE is harmful 
and hazardous to the health of the general public and is particularly dangerous to 
children who are sensitive to SHS. It is estimated that 40% of children worldwide are 
regularly exposed to indoor SHS (Oberg et al., 2011).  Most SHS exposure of 
children occurs in the home and the car.  Children are unable to avoid SHS exposure 
and are more heavily exposed than other age groups (Oberg et al., 2011). The 
Surgeon General’s report (2006) stated that there was no safe level of exposure to 
SHS.  Exposure to SHS has an immediate effect on the cardio-vascular system of 
adults causing increased platelet aggregation, endothelial dysfunction and arterial 
stiffening. It also reported a causal association between inhaling second-hand smoke 
and the development of lung cancer, coronary heart disease and strokes in non-
smoking adults (U.S. Surgeon General Report, 2006). Furthermore, the Surgeon 
General’s report and the more recent Royal College of Physicians’ report have stated 
that children who are exposed to SHS are at an increased risk of sudden infant death 
syndrome, acute respiratory problems and exacerbation of asthma and middle ear 
infections (U.S. Surgeon General, 2006; RCP, 2010).  The BMA report argued that 
children’s absence from education, as a consequence of these illnesses, has an impact 
upon their future educational attainment. This is particularly pertinent for children 
who are already socially disadvantaged (Muller, 2007).  
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Smoke-free environments are developed primarily to protect non-smokers. Hole 
(2005) estimated that prior to the implementation of smoke-free legislation 865 
people died in Scotland each year as a result of exposure to SHS. There was an 
expectation that smoke-free legislation, which would ban smoking in enclosed public 
places, would save 400 lives each year, with longer term health benefits over 20 
years (Haw & Gruer, 2007). There was a secondary aim of creating environments 
that would support healthy lifestyle choices and thus help people to quit smoking 
(Callinan et al., 2010). In addition, smoke-free legislation was believed to shape new 
social norms about the acceptability of smoking (IARC, 2009). 
 
1.2 Scottish policy background 
The extent of smoking-related damage to public health in the United Kingdom has 
been acknowledged in recent national policy statements and legislation in which 
smoking is identified as a first order public health priority.  The studies presented as 
part of this thesis were conducted between 1999- 2007 during a period of 
comprehensive tobacco control in Scotland when several national policies and key 
legislation were implemented.  In 1998 the first UK Government policy addressing 
tobacco control was published.  The White paper Smoking Kills (Secretary of State 
for Health, 1998) detailed a comprehensive strategy to reduce smoking, including a 
series of measures for reducing smoking among young people, new cessation 
services for adults (especially those who are economically disadvantaged), and action 
on smoking among pregnant women.  The White Paper also described proposals for 
working in partnership with businesses to restrict smoking in public places, places of 
work and government offices. Proposals for abolishing tobacco advertising and 
promotion, altering public attitudes, preventing tobacco smuggling, and supporting 
research were also outlined and implemented in the Tobacco Advertising and 
Promotion Act 2002.   
‘Breath of Fresh Air for Scotland’ (published in 2004) was the first Scottish tobacco 
control action plan, launching the debate in Scotland on the proposal to implement 
smoke-free public places. A public consultation was launched and 53,000 responses 
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were received, 80% of which supported the proposed legislation (Donnelly & 
Whittle, 2008). The Smoking, Health and Social Care (Scotland) Act 2005 provided 
the legislation for a complete ban on smoking in enclosed public places (with a few 
exemptions such as psychiatric hospitals and residential homes) came into force on 
March 26
th
 2006. Donnelly & Whittle (2008) concluded that the success of the 
Scottish smoke-free legislation was mainly due to political leadership and the 
widespread consultation with all interested parties, as well as an understanding of the 
opposition of various groups. Additional factors included a large scale public 
education media campaign and robust (non-confrontational) enforcement in the 
immediate post- implementation phase. 
1.3 International & UK evidence 
A body of international evidence has consistently demonstrated the effectiveness of 
legislation to create and sustain smoke-free public places and the health benefits to 
non-smokers (including those exposed at work).  An overview of the international 
evidence of the effectiveness of smoke-free policies was summarised in IARC (2009) 
and in a recent Cochrane review (Callinan et al., 2010).  The main conclusion from 
both is that the effectiveness of the smoke-free legislation is generally consistent 
across those countries that have fully implemented smoke-free legislation. In 
addition, a recent review of the impact of the smoke-free legislation in England 
demonstrated similar findings to the Scottish evaluation and was consistent with the 
wider international literature (Bauld, 2011).   
The main benefits of smoke-free environments, as evidenced in the international 
literature, include: improvements in bar-workers respiratory health; reductions in 
SHS exposure for adult non-smokers and children; improvements in air quality in 
public places and workplaces; reductions in daily consumption of tobacco; positive 
changes in attitudes to smoke-free environments and generally high levels of 
compliance (which are increased by support from public education and media 
campaigns) (IARC, 2009; Callinan et al., 2010). There was no evidence of 
displacement of smoking to the home. Findings related to changes in prevalence of 
smoking were less clear cut (IARC, 2009; Callinan et al., 2010). Several 
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international studies have presented evidence of reduced hospital admissions for 
acute coronary syndrome following the implementation of smoke-free legislation for 
both the general population and non-smokers (IARC, 2009). In Scotland a 17% 
reduction in hospital admissions for acute coronary syndrome was recorded over one 
year (Pell et al., 2008).  Goodman et al (2009) reviewing the international literature 
also described the consistent health benefits to both the general population and 
workers that have occurred as a consequence of the implementation of smoke-free 
legislation. In addition, there is evidence of consistent short term health benefits to 
bar workers’ respiratory health (Goodman et al., 2009).  
1.4 Evaluation of smoke-free legislation in Scotland 
CLEAN was a Scottish portfolio of studies that evaluated the implementation of 
Scottish smoke-free legislation. It included seven research studies which drew upon 
both quantitative and qualitative methods (Haw et al., 2006). Key findings from the 
CLEAN research collaboration are consistent with, and support, the findings from 
the international evidence (IARC, 2009; Callinan et al., 2010).  Key findings that are 
relevant to this thesis cover adults’ and children’s reduced exposure to SHS (Haw & 





improvements in bar-workers health (Ayres et al., 2009) and socio-cultural 
impacts (Eadie et al., 2008, 2010; Hilton et al., 2008; Heim et al., 2009; Ritchie, 




-papers 4 & 5).  
As part of the CLEAN collaboration, Haw & Gruer (2007) examined population-
level changes in adult non-smokers’ exposure to SHS after the implementation of the 
Scottish smoke-free legislation. Their study used a repeat cross-sectional survey, 
implemented before and one year after the legislation. Serum cotinine is a metabolite 
of nicotine and has a longer half-life than nicotine. It is detected in bodily fluids and 
is used as a biomarker to assess exposure to tobacco or tobacco smoke (Collier et al., 
1994). The study found that, among non-smokers living in non-smoking households, 
there was a 49% fall in the geometric mean salivary cotinine concentration.  
However, the decrease in salivary cotinine concentration among non-smokers, living 
in smoking households, was not statistically significant and thus remains a public 
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health concern.  Overall the salivary cotinine concentration in the study population of 
adult non-smokers fell by 39%.  Importantly, there was no evidence of displacement 
of smoking to the home after the implementation of legislation and non-smokers 
were more likely to report household smoking restrictions.  
Akhtar et al (2007) examined population-level changes in child exposure to SHS 
after the implementation of smoke-free legislation in Scotland. The study carried out 
a repeat, nationally representative, cross-sectional survey of primary seven children 
(aged 11), before and after legislation. The study found that the mean salivary 
cotinine concentration level fell by 39% in non-smoking children, one year after the 
implementation of legislation. The findings were statistically significant where 
neither of the parents, or only the father smoked. There was little impact on SHS 
exposure when both parents smoked, or only the mother smoked.  There was no 
displacement of smoking to the home following the implementation of smoke-free 
legislation.  In addition, children who lived with non-smokers were more likely to 
enjoy complete household smoking restrictions post-legislation (Akhtar et al., 2009). 
Akhtar et al (2010) also concluded that there are social inequalities in children’s 
exposure to SHS.  While there was greater absolute reduction of salivary cotinine 
concentration among children in lower socio-economic groups, who were most 
heavily exposed to SHS, serum cotinine concentration levels remained high for these 
children post-legislation (Akhtar et al., 2010).  
Semple et al (2007
a
) compared levels of SHS in 41 bars in Scotland before, and two 
months following, the implementation of smoke-free legislation. They found a 
reduction of 86% in levels of SHS indicating a high degree of compliance with the 
legislation and a large reduction of SHS exposure for bar workers and non-smoker 
patrons. A further follow-up of 72 bars at 12 months found that reductions in 
exposure had been sustained (Semple et al., 2007
b
). Ayres et al (2009) examined 
changes in the health of 371 bar workers in 72 bars pre-legislation and two months 
and one year after legislation and found significant reduction in respiratory and 
sensory symptoms. 
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Two qualitative studies examined the socio-cultural impact of the smoke-free 
legislation. One study, the Qualitative Community Study 2, which constitutes a 
focus for this thesis, is considered in chapter 4.   The second qualitative study was 
the community bars study carried out by Eadie et al (2008) which was conducted in 
eight bars in contrasting communities. It is to this study that we now turn.  
While an overview of the smoke-free legislation in Scotland suggested that there was 
98% compliance with the smoke-free legislation in Scotland (Donnelly &Whittle, 
2008), the findings of the study by Eadie et al (2008) suggested a more nuanced and 
complex picture of compliance and support for the legislation, particularly in 
disadvantaged communities.  They report that compliance was variable across the 
community bars, with more incidents of non-compliance and less support for the 
smoke-free legislation in the disadvantaged communities. Some non-compliance was 
unchallenged and at times bar staff were complicit with non-compliance. Differences 
between the bars in their non-compliance with the smoke-free legislation were found 
to be related to smoking norms of the customers, management attitudes and 
management competency.  
A subsequent publication from the Community Bars study explored the social and 
health factors that influenced support or opposition for the smoke-free legislation, as 
well as the social and contextual factors effecting changes to the leisure environment. 
Heim et al (2009) argued that the debates prior to the implementation of smoke-free 
legislation in Scotland underplayed the importance of the social meaning and the 
social context of smoking.  Opposition to the legislation was expressed as objections 
to loss of freedom to exercise personal choice and concerns about the impact upon 
the social environment, as well as some practical issues regarding enforcement. 
Smokers were most likely to oppose the smoke-free legislation and were vocal in 
their resistance to the public health messages both before and after the introduction 
of the legislation. Social concerns were particularly pertinent in the disadvantaged 
communities where the pub was seen as a central community facility and its potential 
loss (because of changes to the culture of the pub, or for economic reasons) was 
perceived as an attack on the traditional community culture. Heim et al (2009) 
concluded that understanding social and contextual concerns is an important pre-
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requisite for more appropriate communication about the benefits of smoke-free 
legislation in the future, particularly for disadvantaged communities which are more 
likely to be pro-smoking and less likely to accept the health messages about smoke-
free environments.  
A small element of the BHETSE study included qualitative interviews with twelve 
bar workers conducted retrospectively. The findings highlighted improvements to bar 
workers’ working lives and general acceptance of the legislation by bar patrons. 
However, older men appeared to find it more difficult to adjust to the legislation 
(Hilton et al., 2008) 
Overall, smoke-free legislation in Scotland has resulted in significant health benefits 
for non-smokers, children and workers previously exposed to SHS (Donnelly 
&Whittle, 2008). However, the findings from qualitative studies also indicated that 
compliance was variable, particularly in disadvantaged communities where a pro-
smoking culture was sustained. Some smokers have remained resistant to the public 
health messages post-legislation. In addition, children living with smokers remain 
exposed to high levels of SHS post-legislation, particularly when the mother smoked.  
Significant public health challenges to protecting some groups from the effects of 
SHS persist. It is the aim of this thesis to reflect upon the experiences of the social 
de-normalisation of tobacco use from the perspective of smokers and health 
professionals, as illustrated by findings in the six publications. In order to shed light 
on barriers to the successful creation of smoke-free public and private spaces, this 
thesis explores some of the intended and unintended consequences of the impact of 
smoke-free policies.  
1.5 Smoke-free homes 
It has been suggested that populations become more amenable to smoking 
restrictions in the home as they are exposed to the changing social norms about 
smoke-free environments (IARC, 2009).  Smoke-free homes are associated with 
lower consumption of tobacco and greater intention to quit, and complete bans on 
smoking in the home are argued to be more effective in reducing children’s exposure 
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to SHS than those with partial restrictions (IARC, 2009).  Sims et al (2010) identified 
a decline in children’s exposure to SHS in England from 1996-2006. However, 
children from disadvantaged communities were most exposed (Sims et al., 2010). 
There was a suggestion that community exposure in areas of deprivation was an 
important influence on the level of children’s exposure to SHS that was independent 
of parental smoking status (Sims et al., 2010).  However, despite this promising 
overall decline in children’s overall exposure to SHS several barriers to smoke-free 
homes are apparent, as evidenced in the findings of UK qualitative research studies. 
There is a high prevalence of smoking in disadvantaged communities of the UK and 
smoking in lower socio-economic groups is linked to multiple social and economic 
disadvantages, ill health, and poor life-expectancy (Graham et al., 2006; Jarvis et al., 
2003). In disadvantaged communities smoking behaviour in the home is embedded 
in particular cultural and social norms (Poland, 2000) and people from lower socio-
economic groups, women and older smokers are less likely to have smoke-free 
homes (IARC, 2009). Sociological perspectives highlight the personal, emotional 
and structural barriers experienced by smokers when attempting to quit smoking and 
change smoking behaviours (Graham et al., 2006).   
Three key qualitative research studies on smoke-free homes have been conducted in 
the UK (Jones et al., 2011; Robinson & Kirkcaldy, 2007,
a,b
 2008, 2009; Phillips et 
al., 2007-paper 5). In Merseyside Robinson and colleagues conducted 10 focus 
groups with parents with at least one child under five, living in deprived 
communities. In Scotland, Phillips and colleagues conducted interviews with 50 
participants aged 18-75 years across all socio-economic groups. In Nottingham, 
Jones and colleagues conducted interviews with 22 participants selected from Sure 
Start centres.  Findings from these studies suggested that the term ‘passive smoking’ 
is well recognised but often poorly understood by parents (Jones et al., 2011; 
Robinson & Kirkcaldy, 2009; Phillips et al., 2007-paper 5; Robinson & Kirkcaldy, 
2007
b
).  Many mothers continue to smoke in the home and expose their children to 
harmful levels of SHS.  In their study of parents, Robinson & Kirkcaldy (2007
b
) 
explored how some respondents discounted scientific explanation of SHS in favour 
of lay explanations (which did not recognise SHS as harmful to children). In all of 
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the three UK studies some mothers negated the possible harms of SHS, enabling 
them to continue to see themselves as caring mothers (Robinson & Kirkcaldy, 2007
b
; 
Phillips et al., 2007-paper 5; Jones et al., 2011).  The Merseyside study also 
demonstrated how mothers experienced stigma and guilt about smoking in the home 
which compromised their view of themselves as good mothers (Holdsworth & 
Robinson, 2008). Moreover, in the Scottish and Nottingham studies, the knowledge 
of how to protect their children effectively from SHS was often confused, leading to 
inappropriate action that would not fully protect their children (Phillips et al., 2007-
paper 5; Jones et al., 2011). 
In the Scottish study the key motivation for having some form of household 
restriction on smoking was aesthetic rather than health-related, although an emerging 
discourse about protecting children was evident (Phillips et al., 2007-paper 5).  
Subsequently, the Nottingham study reported similar findings about the motivators 
and barriers in developing smoke-free homes (Jones et al., 2011).  Many homes in 
the Scottish and Nottingham studies were found to have some form of household 
smoking restriction; either complete or partial.  Partial restrictions were often 
modified to protect children, or to meet the demands of social occasions and 
accommodate smokers. Hence, restrictions were found to be fluid and dynamic 
(Jones et al., 2011; Phillips et al., 2007-paper 5).  Indeed, mothers in the Liverpool 
study described how their smoking could change over the course of the day 
depending upon the social and physical environment at the time (Robinson & 
Kirkcaldy, 2007
a)
.  For example, when mothers tried to reduce their children’s 
exposure to SHS they were often thwarted by competing caring demands and felt 
unable to assert themselves because of the norms and expectations of their particular 
social environment (Robinson, 2008). In addition, in the Scottish study, parents and 
health professionals expressed concerns about environmental barriers such as lack of 
outside space and inclement weather (Phillips et al., 2007-paper 5, Ritchie et al., 
2009-paper 6).  
Overall, the UK qualitative research has highlighted the motivators and barriers to 
smoke-free homes, particularly for those disadvantaged homes with the highest 
levels of exposure to SHS. Women who live in disadvantaged areas and who do not 
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work have arguably experienced the least disruption to their established indoor 
smoking patterns as a consequence of smoke-free legislation, and so continue to 
expose their children and other adults to tobacco smoke in their homes. Based on the 
findings of these qualitative studies, there appears to be consensus that the 
effectiveness of future interventions will depend in large measure on their sensitivity 
to gender and particular social and environmental contexts (Phillips et al., 2007-
paper 5; Robinson & Kirkcaldy, 2007 
a,b
; Jones et al., 2011). This short overview 
demonstrates the value of qualitative research in enhancing both an understanding 
about the complex issue of smoking and disadvantage, as well as identifying barriers 
to, and facilitators of, smoke-free homes. The public health challenge is to develop 
more effective solutions to the barriers to achieving a smoke-free home.  
1.6 Contribution of the papers 
My published research has provided critical insight into how those living and 
working in different communities have experienced the social de-normalisation of 
tobacco use and its consequences, as it relates to smoke-free environments and to 
professional engagement, in Scotland from 1999-2007.  In particular, I have 
advanced understanding about the unintended consequences of social de-
normalisation strategies for some smokers.  
My contribution to the field has also furthered understanding of motivators and 
barriers to the development of smoke-free homes in Scotland, from both lay and 
professional perspectives. I will demonstrate how this understanding has informed 
further research and public health practice.  
Disadvantaged smokers and community settings are cross-cutting themes throughout 
this thesis. A comprehensive exploration of the literature on community development 
and disadvantaged smokers is beyond the scope of the thesis. However, papers 1 and 
2 provide an account of community development theory, and papers 2 & 3 gives 
some background to disadvantage and smoking, a theme which is developed in 
chapter 4.  My contribution to this body of knowledge also rests on an exploration of 
professional engagement with community development approaches in tobacco 
control; this has informed both policy and health promotion practice. The health 
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promotion concepts of participation and empowerment are embedded in the 
arguments of the thesis and these are explored in detail in paper 1.  Furthermore, my 
contribution to understanding the experiences of disadvantaged smokers, particularly 
in respect of the unintended consequences of de-normalisation strategies, has been 
widely disseminated.  
Structure of the thesis 
The thesis is divided into five chapters. Chapter one is an introduction to the thesis. 
It provides some background information on the harm caused to children and adults 
by their exposure to second-hand smoke and considers international evidence on the 
positive impact of smoke-free legislation on population health. Following a short 
account of the Scottish policy context, key relevant findings from the Scottish 
evaluation of smoke-free legislation (CLEAN) are presented. In particular, evidence 
on the impact of smoke-free legislation on adults’ and children’s exposure to SHS, 
improvement in air quality and improvement in bar workers’ health, and the socio-
cultural impacts are described. The chapter concludes with consideration of the 
motivators and barriers to smoke-free homes. 
Chapter two comprises the six published papers upon which the thesis draws.  
Chapter three outlines key methodological challenges for the qualitative evaluation 
of tobacco control programmes and policy. Process evaluation and qualitative 
longitudinal research are explored to provide insight into the challenges involved in 
evaluating tobacco control in a community context.  
In chapter four the six papers are viewed together through the lens of the social de-
normalisation of tobacco use.   
Chapter five provides a concluding discussion to demonstrate how the key findings 
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Chapter 2 The Publications 
The reader is now invited to read the six publications found in appendix 4  
 
Breathing Space Study 1: 1999-2002  
Paper 1: Deborah Ritchie, Odette Parry, Wendy Gnich and Steve Platt (2004) 
Issues of participation, ownership and empowerment in a community development 
programme: tackling smoking in a low-income area in Scotland. Health Promotion 
International, 19 (1), pp. 51-59. 
 
Paper 2: Deborah, Ritchie, Wendy Gnich, Odette Parry and Steve Platt (2008) 
‘People pull the rug from under your feet’: barriers to successful public health 
programmes.  BMC Public Health, 8, 173 
 
The Qualitative Community Study 2: 2005-2007 
Paper 3: Deborah Ritchie, Amanda Amos, Claudia Martin (2010) Public Places 
after smoke-free - a qualitative exploration of the changes in smoking behaviour. 
Health & Place 16 (3), pp.461-469 
 
Paper 4: Deborah Ritchie, Amanda Amos, Claudia Martin (2010) ‘But it just has 
that sort of feel about it, a leper’- stigma, smoke-free legislation and public health.  
Nicotine & Tobacco Research 12 (6), pp. 626-629 
 
The Smoke-free Homes Study 3: 2006-2007 
Paper 5: Richard Philips, Amanda Amos, Deborah Ritchie, Sarah Cunningham-
Burley, Claudia Martin (2007) Smoking in the home after the smoke-free legislation 
in Scotland: qualitative study. British Medical Journal, 335, pp.553-557. 
 
Paper 6: Deborah Ritchie, Amanda Amos, Richard Phillips, Sarah Cunningham-
Burley, Claudia Martin (2009) Action to achieve smoke-free homes- an exploration 
of experts' views. BMC Public Health, 9,112 
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Chapter 3 Evaluation in tobacco control  
3.1 Introduction 
This critical reflection of the evaluation of tobacco control is situated within the 
context of the three studies conducted in community contexts: 
 Breathing Space Study 1: 1999-2002 evaluated a community based intervention 
which aimed to produce a significant shift in community norms towards non-
smoking in a low-income area.  A process evaluation, as part of a quasi-experimental 
design, was undertaken in the intervention area, using a range of qualitative methods, 
including observation, in-depth interviews and focus groups.  
The Qualitative Community Study 2: 2005-2007 aimed to explore the impact of the 
Scottish smoke-free legislation on attitudes and behaviour, at both individual and 
community levels, in four socio-economically contrasting localities in Scotland. A 
longitudinal qualitative evaluation was conducted using observation, in-depth 
interviews with smokers and ex-smokers, key stakeholders and focus groups.  
The Smoke-free Homes Study 3: 2006-2007 aimed to describe changes in smoking 
behaviour and attitudes to smoking following implementation of the smoke-free 
legislation. It sought to identify the potential enablers and barriers to reducing SHS 
exposure in the home. A cross-sectional study was conducted using qualitative 
interviews.  
A full account of the study designs and findings are found in the published final 
reports (Platt et al., 2003
a,b
; Martin, Ritchie, & Amos, 2008; Amos et al., 2008). 
 
In this chapter, I will firstly focus upon the ‘self’ as researcher and provide a short 
historical account to outline some key influences in my research journey.  I will then 
explore how the philosophy and values that have underpinned my health promotion 
practice have, in turn, influenced my epistemological position in research.  I will 
draw upon two key issues to consider some of methodological challenges for the 
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evaluation of tobacco control programmes and policy. The two key issues that 
emerged through my research journey were linked to:  
a) Evaluation methods and the complexity of health promotion. 
b) Capturing intended and unanticipated processes in tobacco control policy and 
practice. 
3.2 Research journey- from practitioner to academic researcher 
Here I will briefly outline, in the spirit of a reflexive researcher, how my health 
promotion and research experience has influenced my epistemological stance. I will 
also explore my epistemological stance in the context of health promotion values and 
practice.   
Reflexivity can be defined as those processes where we actively recognise how we 
maintain a dynamic of self-awareness in our role as researcher (Finlay, 2002). Finlay 
(2002) argued that social constructionists who engage in reflexivity have adopted a 
position where the focus is on interaction and shared discourses, rather than on 
inward subjectivity. I will try to avoid indulging in excessive self-analysis; rather I 
will trace key influences and experiences that have shaped my development as a 
researcher. I will first explore how my professional history, through my roles in 
community development practice, practitioner research and as academic researcher 
has shaped my position within the research process.  
My research journey began by undertaking evaluation as a health promotion 
practitioner in an innovative community development project, located in a 
disadvantaged health project in Edinburgh in the 1980s. I was inexperienced in 
conducting research or evaluation. I drew upon the expertise of others and learnt as I 
went along. At that time, there was a prevailing discourse of empowerment of both 
individuals and community that permeated every aspect of community development 
work.  Participation was central to this endeavour.  At the beginning of the project 
there was an expectation of funders that a three year evaluation would be conducted. 
The objectives were unclear at the beginning of the community development process; 
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and the project’s work was shaped by engagement with the community about their 
own health priorities. Because the evaluation was not designed at the beginning of 
the project the data were collected retrospectively from local people and local 
professionals. The respondent stories, which told of the experiences and benefits of 
using the project, were presented each year in an annual report and formed the basis 
of the final evaluation and a publication (Ritchie,1991
a,b
; Ritchie & Ritchie,1991). 
The evaluation provided a powerful account of how the project developed and how 
the project was experienced locally. Moreover, the findings resonated with my own 
experience of working in a participatory way with the community.  
My first experience of undertaking evaluation in the community development project 
shaped my later stance as a researcher, in the following way. It contributed to my 
current understanding that the relationship between the researcher and the researched 
is dynamic and interactive in the co-production of meaning. The findings in the 
research process are mediated through the researcher, and meaning is created through 
the shared exploration of researcher and researched (Ritchie & Lewis, 2003). This 
position is informed by many of the values underpinning community development 
practice. There are certainly critiques in the literature about the authority and power 
of the researcher in the co-construction of the research data (Riesman, 2008). The 
research teams in which I have been involved have endeavoured to be reflexive and 
transparent in the sharing of values and assumptions in the analysis of data and have 
recognised how the research process and the interventions themselves were not 
value-free. This is particularly relevant in the context of tobacco control, where there 
are often conflicting interests in creating or not creating smoke-free cultures. 
Through my first experience of evaluation I developed research imperatives which 
have influenced my subsequent research. These imperatives include the importance 
of engaging in empowering processes, coupled with the participation of participants 
in the research process. They have at times led to some frustration in research 
projects; such as Breathing Space Study 1 where the role of participatory research 
methods was not clear. I also understand how these imperatives of empowerment 
have shaped my analytical lens. In the Qualitative Community Study 2, for example, 
my interest in the unintended consequences of policy was in part driven by the 
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importance which I place on listening to participants’ voices.  This is particularly 
important when researching disadvantaged and marginalised groups which are 
disempowered and /or disengaged.  
Following my initial community development experience I was employed by the 
NHS Health Board as a health promotion officer. Here I was involved in 
commissioning research and evaluating health promotion projects, from large scale 





smaller-scale projects. During this time I was often involved as an ‘expert’ 
practitioner, for example, on SIGN guideline groups where I grappled with the 
debates about the hierarchy of evidence in terms of the realist and relativist debate. I 
often found myself arguing that the evidence for the effectiveness for programmes 
should also be ranked according to whether the programmes had incorporated 
community engagement processes (Killoran et al., 2000). During this time I believed 
that the prime purpose of research and evaluation was to improve practice and to 
access the voices of the most disadvantaged.  This role in the NHS eventually led to 
my involvement in the Breathing Space Project Study 1.  Here, my interest was 
fuelled by the expressed concerns of the community leaders about the high 
prevalence of smoking in their local area and requests from the community health 
project for our involvement in their innovative smoking work.  Unusually, as a 
community development worker, I had previously been involved in the issue of 
smoking in a disadvantaged community as a member of the Women and Low Income 
project, which generated the ‘Under the Cloud’ report (Crossan & Amos, 1994). 
Prior to this smoking had not usually been identified as a key public health priority 
by workers in disadvantaged communities.    
I was invited to join the Breathing Space Project Study 1 research team as a co-
investigator; whilst at the same time I was co-ordinating the intervention team. This 
was a tricky role for me and I encountered difficulties in maintaining and 
understanding the boundary between the research team and the intervention team. I 
did not fully grasp at the outset how the quasi-experimental study design would 
create artificial boundaries between the research team and the intervention team.  
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However, my involvement as a practitioner in the research team met some of the 
requirements of a participatory research process.  
Then, at an early stage of Breathing Space Study 1, I quit my health promotion role 
and took up an academic position. While this meant that I relinquished co-ordination 
of the intervention team, I was able to maintain my role as a researcher in Breathing 
Space Study 1.  This was my first experience as an academic researcher, where I 
became actively involved in data collection and analysis for the process evaluation. I 
did, however, refrain from collecting data from any members of my previous team; 
although I had access to these data during the analysis.  The changed role meant that 
I was continuously reflecting upon the impact of ‘myself’ on the project.  One of my 
key contributions to the research team was my practitioner experience. This enabled 
me to provide unique insights into the mechanisms of health promotion practice and 
was particularly useful when the implementation of the intervention became 
problematic. This understanding of practice led to the development of two Breathing 
Space papers that constituted a resource for subsequent community development 
practice. This commitment to improving practice is evident throughout the 
publications presented here.  
I was involved in the evaluation of two subsequent projects Qualitative Community 
Study 2 and the Smoke-free Homes Study 3 that were both part of the Scottish 
portfolio of studies that evaluated the implementation of Scottish Smoke-free 
legislation. The portfolio was called the CLEAN collaboration and included seven 
research studies, which drew variously upon both quantitative and qualitative 
methods (Haw et al., 2006; Health Scotland, 2011). This portfolio of research studies 
was designed so that each study aimed to answer specific research questions.  I was 
involved in two qualitative studies that were primarily designed to explore the 
experience of the smoke-free legislation in the home and community. 
The key factor for my development as a researcher was the multi-disciplinarity of the 
portfolio of studies.  The CLEAN collaboration encouraged dialogue between the 
research teams. This facilitated the crossing of epistemological boundaries which in 
turn led to a broader understanding of the problem. This understanding derived from 
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the different research methodologies and methods which were applied in 
investigating the impact of the smoke-free legislation.  
Working across the boundaries of different research methodologies in the CLEAN 
collaboration meant that we were able to, for example, use the insights from the 
qualitative findings to illuminate the quantitative findings from other CLEAN 
studies, and vice a versa. We also collaborated with the other qualitative research 
team in the CLEAN collaboration, who were also working in bars, leading to a 
shared understanding between the two qualitative studies.   
It is apparent, from the publications presented here, how my professional role within 
health promotion has influenced my position as a researcher. My own position is that 
health promotion should be understood as an ethical and political project in which 
local voices are privileged and situated within their social context.  Community- 
based health promotion approaches are indeed influenced by the philosophy of 
community development whereby communities identify shared problems and 
through a process of empowerment and resistance collectively determine solutions 
(Freire, 1972).  However, based upon my experience as both a health promotion 
practitioner and a researcher, I also argue that this idealistic stance has proved 
difficult to achieve in practice, as it often positions health promotion in opposition 
and resistant to dominant policy priorities. In addition, aspirations of empowerment 
and participation are often compromised in top-down policy initiatives and 
programmes. The findings from the papers reviewed here demonstrate that the 
aspirations of empowerment and participation are not fully realised or understood in 
practice (Ritchie et al., 2008-paper 2; Ritchie et al., 2004-paper 1).  However, health 
promotion continues to claim and aspire to these central values.  
This short account of my own research journey throws some light on the 
development of key issues which are evident in the six publications presented here. 
These are research to improve practice; the voice of research participants to influence 
and improve future policy and practice; compromises and constraints in 
participation; and the utility of different research methodologies.  
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3.3 Epistemology 
The key issues and early research experiences explored above have shaped my own 
epistemological stance. A key concern for me has been how my epistemological 
stance resonates with the philosophy and values underpinning health promotion 
practice.  In the current phase of my research journey, as evidenced by the studies 
presented here, I might be best described as an epistemological pragmatist. 
Pragmatism, which utilises mixed methods in study design, can involve both 
qualitative and quantitative methods in the same study. Alternatively, it can mean 
that comparison is made of findings from studies that have used different 
methodologies (Morgan, 2008). Pragmatism is congruent with my ontological 
position in relation to health promotion research, and tends towards subtle realism. 
This means that “an external reality exists independent of our beliefs and 
understanding but reality is only knowable through the human mind and socially 
constructed meanings” (Snape et al., 2003, p. 16). It also includes a relativist 
position that “there is no single shared social reality, only a series of alternative 
social constructions” (Snape et al., 2003, p.16).  This blurring of understanding of 
the nature of reality as both objective and subjective potentially leads to a lack of 
clarity and fudging of my ontological and epistemological stance in conducting 
health promotion research.  However, Snape and colleagues (2003) have explored the 
limitations of epistemological purism and argued that “philosophical positions have 
been allowed to undermine pragmatic considerations” (p.17).  
In his paper exploring pragmatism in research, Morgan (2008) argued that 
researchers’ ‘top down’ concern with ontology limits the possibility of alternative 
methodological assumptions and constrains dialogue between communities of 
scholars who hold different beliefs about the nature of reality and truth. He also 
described the boundary between objectivity and subjectivity as a “forced dichotomy” 
and “artificial” (Morgan, 2008, p.59), arguing that social researchers need to shift 
from their preoccupation with ontology, and their tendency towards rigid adherence 
to the philosophy of knowledge.  Rather he argues, they need to move towards 
becoming “communities of scholars who share dynamic systems of beliefs” that are 
not constrained by ontological assumptions or “disconnected from practical 
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decisions and the actual conduct of research” (Morgan, 2008, p.46, p.50). He also 
argued that pragmatism does not produce “incommensurable kinds of knowledge” 
(Morgan, 2008, p.46). But rather that the process of inter-subjectivity allows 
researchers to move backwards and forwards between different kinds of knowledge.  
This is an important consideration for health promotion research. 
My epistemological understanding has developed in part as a function of my early 
research experiences. I have also been influenced by the health promotion literature. 
Certainly in health promotion research there has been longstanding debate about the 
nature of health promotion evidence (Nutbeam,1998; Tones & Tilford, 2001; 
Rootman et al., 2001; Thorogood & Coombes, 2004). A broad consensus has 
developed that both quantitative and qualitative research, either as mixed or single 
methods, are required in health promotion; and that both processes and outcomes 
should be valued (Nutbeam,1998; Tones & Tilford, 2001; McQueen et al., 2001; 
Thorogood & Coombes, 2004).  
In health promotion research, pragmatism enables us to use the most appropriate 
research design to answer the particular research questions. It also values the process 
of conducting health promotion as much as the outcomes (Nutbeam,1998; Potvin, 
Haddad & Frohlich, 2001; Snape & Spencer, 2003). Nutbeam (1998) also argued that 
evaluation designs need to consider the stage of the programme development and 
combine different methodologies to answer the questions relevant for these different 
stages; there can be “no single methodology”(p27). Indeed, a wide range of 
evaluation methodologies are required which derive from the conceptualisation and 
the theoretical foundations of the programme (Nutbeam,1998; Mcqueen et al., 2001; 
Potvin, Haddad & Frohlich 2001).  
The WHO report on evaluation, whilst dated, has outlined a convincing case for 
pragmatism in health promotion research (Rootman et al., 2001).  The philosophical 
differences between the methodologies should not be conceptualised as a barrier.  
Rather, as McQueen et al (2001) argued, evaluation designs should be informed by, 
and be consistent with, the epistemological and theoretical assumptions underpinning 
the health promotion activity.  
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In the three studies presented here, the research teams held that both pragmatism and 
social constructionism facilitate the application of methodology that supports the 
health promotion perspective. The studies from which the papers presented here are 
drawn illustrate how different methodologies have utility.  
In the Breathing Space Study 1 a methodology informed by pragmatism was 
adopted and used both quantitative and qualitative methods. A qualitative process 
evaluation was embedded within a quasi-experimental study design.  The researchers 
navigated within two epistemological positions: first positivism, where the researcher 
adopts a neutral stance with the world independent and unaffected by the researcher 
and, second, social constructionism, where social reality is co-produced between 
those researched and the researcher. Hence, research methods were used that had 
different epistemological roots.  
Some would argue that combining methods with different epistemological roots in 
the same study design will present analytical difficulties. Indeed, Snape & Spencer 
(2003) stated that “there is some debate about whether mixing methods across 
paradigms may lead to a lack of analytical clarity because each method relies on 
different assumptions in data collection and produces different types of data which 
may be difficult to reconcile” (p.17).  For many this is perceived as epistemologically 
impure.  Usually the health promotion research endeavour is underpinned by 
pragmatism, and this often means that methodological pluralism is operationalised 
within health promotion research. In Breathing Space Study 1 it was argued that the 
mixed methods were complementary and added to the overall study design.  
The Qualitative Community Study 2 and the Smoke-free Homes Study 3 studies 
aimed to capture the socially constructed meanings attributed to the implementation 
of a tobacco control policy, across both time and place and to understand how 
decision making and choice is shaped in different social contexts through social 
interaction. A social constructionist perspective was thus adopted and qualitative 
methods were employed.  The perspective of social construction in these two 
qualitative studies was informed by the seminal work of Berger and Luckman (1966) 
who explored how reality is a taken for granted assumption; whilst there is an 
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external ‘real’ world we only know of this world through our socially constructed 
meanings. Berger & Luckman (1966) challenged both ‘taken for granted ways’ of 
understanding our world and the notion that our knowledge of reality is 
unproblematic.  
Berger and Luckman (1966) drew upon three key concepts in their treatise of the 
social construction of knowledge: objectivation, externalisation and socialisation. 
Moreover, they perceived social reality as a twofold process; first, shared meanings 
of social reality are constructed by people in their social interaction with each other; 
and, second, that people respond to social reality as if it is a fixed or pre-given 
reality.  This is an ongoing process that is sustained by social processes and social 
practices. If we use the example of smoking and the cigarette, we can understand that 
the concept of objectivation implies that reality appears to be already ordered by 
objects; the cigarette is objectified, as a pre-given and fixed reality. It is understood, 
by smokers, as an object of pleasure, or, for some, as an addiction rather than as a 
composition of more than 4,000 chemicals. This process of objectivation is 
constructed by language and the inter-subjective world.  Our everyday social 
interactions produce forms of knowledge that we share, thereby giving meaning to 
phenomena. These meanings are sustained through social practices, such as those 
involved in sharing a cigarette together. Berger and Luckman (1966) called this 
shared knowledge and meanings “the social stock of knowledge” p.56.   
The concept of externalisation is how we give meaning to objects through symbols.  
Language is a complex system of attributed symbols that are products of our social 
construction.  The symbol of a cigarette in advertising, such as the colours of a 
particular brand, for example, can be understood in the absence of the actual object 
of the cigarette.   These systems of meanings are internalised through both primary 
and secondary socialisation.  
Socialisation means that we can understand and share the social stock of knowledge 
that has been constructed over time. Berger and Luckman (1996) stated that choices 
and options for individuals, whilst appearing to be subjective are limited by the 
socio-cultural context of the individual. The process of internalisation constructs 
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society, identity of self and reality as an ongoing circular process, but the process of 
social construction is also dialectical; individuals are active agents in an ongoing 
construction of the social world, but constrained by social structures, that are in turn 
socially constructed (Burr, 2003).  
Another, important point arising from Berger and Luckman’s (1966) work is how 
knowledge of the social world is not fixed, but historically and culturally contingent. 
Because of this, all knowledge is relative.  Whilst reality is only knowable through 
socially constructed meanings there is no fixed shared social reality, only a series of 
alternative social constructions that are specific to time, place and culture.  Hence, 
what is essential in evaluating smoke-free legislation, in the context of changing 
smoking cultures, is how the discrepancies in our shared understanding of the social 
stock of knowledge about smoking and health are re-constructed by secondary 
socialisation through the de-normalisation of tobacco use and the institutional 
structures of legislation. In the Qualitative Community Study 2, the primary interest 
of the research is the potential for the process of social construction to transform and 
reconstruct social practices and social roles through social interaction.  How do 
smokers construct and re-construct the smoke-free world through their interaction 
with each other and through the constraints of smoke-free legislation and within the 
socio-cultural context of their smoking? 
3.4 Key issues in my research journey 
In conducting this review of the methodologies and methods used in the three 
tobacco control studies presented here, two key issues have emerged. First, I explore 
the implications of the complexity of health promotion for the conduct of 
evaluations, and, second, I explore the challenges of capturing the intended and 
unintended processes of change in policy and practice evaluations.  
Two of the studies are explored in order to review critically how process evaluation 
and qualitative longitudinal evaluation (QLLR) contributed as methodologies to the 
evaluation of the implementation of policy and practice in community settings.   
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Process evaluation is defined by Tones & Tilford (2001) as “taking place during the 
programme and provides a ‘documentary evidence’ of accompanying 
processes”(p.114). This enables the evaluator to record that “important conditions 
for a successful intervention have taken place” (Tones & Tilford, 2001, p.114) and 
to assess whether the objectives of the intervention have in fact been implemented. In 
the Breathing Space Study 1 example a process evaluation was conducted to address 
some of the issues of complexity in community evaluations. It aimed to track and 
make sense of evolving programme dynamics and interactions, with a focus on 
capturing interactions between the participants and wider systems, as well as both the 
intended and unanticipated aspects of the programme.  The evaluation recorded the 
actual processes of the implementation of the programme and also aimed to gain 
insights into key stakeholders’ experience of implementing the programme. 
The second example is the Qualitative Community Study 2 that adopted a qualitative 
longitudinal research (QLLR) design to address some of these issues of complexity in 
evaluating at the community level. To reiterate, the overall objective was to explore 
how the Scottish smoke-free legislation might re-shape the assumptions, beliefs and 
social rules about smoking in public places and how individuals and communities 
would change and sustain their social practices over time. QLLR is an evolving 
methodology which has become increasingly acceptable in policy evaluation 
(Molloy, Woodfield & Bacon, 2002; Holland, Thomson & Henderson, 2006). Key 
features of QLLR are those qualitative methods that allow for an exploration of 
change over time and which can capture how meanings change over time in 
particular social contexts (Holland, Thomson, & Henderson 2006; Molloy, 
Woodfield & Bacon, 2002).   Hence, tobacco control policy can be explored within 
the wider societal shifts in the de-normalisation of tobacco use (Chapman & 
Freeman, 2007). QLLR enables the resultant policy developments to be explored at 
the micro level of community and individuals. The QLLR design was therefore 
adopted because it enabled the researcher “to investigate how people’s everyday 
attitudes and actions are embedded in patterns of socio-cultural change, such as 
those that question previously taken for granted assumptions and beliefs about social 
rules” (Holland, Thomson & Henderson, 2006, p. 2).   
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3.4.1 Evaluation methods and the complexity of health promotion 
Evaluation is defined by Green & South (2006) as “assessing the effects of an 
intervention and whether goals have been achieved” (p.12). An important aspect of 
health promotion evaluation is recognition of the complexity of the environment 
within which the health promotion intervention is delivered.  Complexity presented 
challenges to the evaluation of Breathing Space Study 1 and the Qualitative 
Community Study 2 in relation to the following considerations: the intervention 
environment is not always stable; the interventions incorporated multiple streams of 
activity and involved complex partnerships; objectives were often emergent and 
changed over time; the intervention worked differently in a range of contexts and 
there were often differential effects and unintended outcomes (Rogers, 2008; Judge 
& Bauld, 2001; Pawson & Tilley, 1997).  
Understanding of complexity in health promotion evaluation takes into account the 
different spheres of influence on health which overlap and interconnect. This is 
illustrated by, for example, the Dahlgren and Whitehead (1991) social model of the 
main determinants of health, which comprises: age; sex and hereditary factors; 
individual lifestyle factors; social and community networks; living and working 
conditions; and general socio-economic, cultural and environmental conditions.  The 
complexity of this social model of the determinants of health (Dahlgren & 
Whitehead, 1991) shapes some of the challenges that are inherent in health 
promotion evaluation (Nutbeam, 1998; Rootman et al., 2001; Potvin, Haddad & 
Frohlich, 2001; Thorogood & Coombes, 2004). The individual’s lifestyle is not 
independent of the environment in which he/she lives. While an understanding of the 
influence of the socio-cultural context on health behaviour is embedded in a 
sociological perspective (for example, Cockerham, 2011), it was more usual, at the 
time these studies were conducted, for smoking behaviour to be de-contextualised 
from the socio-cultural environment in policy and practice.  In the three studies 
discussed here, I was interested in both individual lifestyle changes in smoking 
behaviour and the individual’s adaptation to smoke-free legislation, as well as wider 
social and environmental changes at the community level. 
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In a health promotion context, delivery of health interventions in the community is 
part of a settings-based approach to promoting health. This stresses the importance of 
locating health interventions within the socio-cultural and socio- economic 
environment in which people live, work and play, rather than focussing solely on 
individual lifestyles and individual health behaviour (Naidoo & Wills, 2000).  It can 
generate many strands of health promotion activity, with many stakeholders across a 
range of sub-settings within the community (Naidoo & Wills, 2000).  Health 
promotion interventions in community settings tend to be multi-component and 
complex, precisely because of the wide range of influences that shape an individual’s 
health behaviour and the health of the community. McQueen et al (2001) argued that 
community evaluation is not designed to assess change by measuring solely the 
behaviour of the individuals within it. Rather, the focus should be on measuring 
change in the collective health behaviour of the community.  
Participatory and community action approaches to health promotion evaluation are 
particularly complex. Indeed, where interventions are theoretically informed by 
community health promotion there is an assumption that the evaluation should also 
be participatory and empowering of the research participants and the community 
(Potvin, Haddad & Frohlich, 2001; Springett et al., 2001). Ideally, in health 
promotion research the intervention/evaluation process is fully participatory and the 
findings negotiated with participants. However, in the three studies presented here, 
time and resources constrained a full participatory process. Community-based 
evaluations often involve multiple stakeholders in partnership. This includes both 
professional and lay stakeholders who hold different and sometimes competing 
disciplinary and lay understandings of the intervention and its theoretical 
underpinnings. This can lead to problems in evaluating ‘the complexity of practice’ 
(Green & South, 2006). In Breathing Space we found we had mistakenly assumed a 
shared understanding of the community development theory that informed the 
intervention. This limited insight into the lack of shared understanding within the 
intervention team led to confusion around the development of the aims and 
objectives of the intervention, which delayed implementation. 
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Furthermore, the evaluation funding bodies tended to be interested in establishing the 
effectiveness (or otherwise) of the interventions i.e. measurement of outcomes and 
impacts. It was therefore this imperative which shaped study design, at the expense 
of privileging the health promotion values of participation and empowerment. This 
was most challenging in the case of the evaluation of the Breathing Space Study 1 
which had adopted a community development approach which is evolving in nature 
and does not lend itself easily to the identification of clearly defined and anticipated 
outcomes at the beginning of the project (Jewkes, 2004). 
Recent work by Patton (2011) has offered a convincing argument for not conducting 
outcome evaluations in community programmes that are iterative, participatory and 
constantly evolving. The participants in his community leadership programme were 
resistant and hostile when asked by the evaluators to standardise their intervention 
model after a period of formative evaluation. They were more interested, as 
practitioners, in developing and changing their programmes and did not accept that 
interventions could be standardised within constantly evolving and complex 
environments.   
In response to these arguments Patton (2011) urged that evaluation should be 
ongoing and developmental, and evaluation feedback should be a consistent feature 
of the programme. He argued that evaluation should aim to help practitioners 
develop and refine the programme on a continual basis. Moreover, he argued that 
summative evaluation often failed such programmes. This is because the evaluators 
make unrealistic assumptions about the stable and fixed nature of programmes 
located within community complexity.  
Patton (2011) provided some helpful concepts to understand complexity: “non-
linearity, emergence, dynamical systems, adaptiveness, and uncertainty” (p7).  These 
concepts will be defined and illustrated with examples from the three studies.  
Non-linearity means that interventions can proceed in unexpected ways and small 
actions within an intervention can have large repercussions. Hence, for example, in 
Breathing Space Study 1, a period of sickness for a key member of personnel at a 
local health project led to major repercussions for the project that in turn led to 
 
  42 
unexpected approaches being developed within the community.  In Breathing Space 
the integration of process evaluation into the study design led to an understanding of 
such repercussions.   
Emergence means that it is difficult to predict what will happen in advance as 
objectives and the activities of the intervention will be evolving. This argues a need 
to build flexibility into the study design so that emerging issues can be captured. In 
the Qualitative Community Study 2 a longitudinal qualitative research design was 
adopted to provide such flexibility. In Breathing Space Study 1 emergence was 
central to the community development theory that informed the intervention. It was 
expected that the objectives of the intervention would evolve over time as the project 
engaged with the local community and stakeholders. 
A dynamical system means that interventions are operating in wider systems that are 
continuously changing and interacting with other parts of the system. In Breathing 
Space Study 1, for example, a national tobacco control policy was implemented 
during the life of the intervention. This meant that the intervention had to change and 
interact with new smoking cessation systems that were delivered, as a result of policy 
change, in the local primary care setting.  
Adpativeness means that members of an intervention are operating within practice 
and policy environments that are constantly changing. It also means that members of 
an intervention team are often working across disciplinary boundaries and working in 
partnership. They therefore need to adapt to, and interact with, a wide range of 
stakeholders. In Breathing Space Study 1, this can be illustrated by the conflicts and 
misunderstandings that occurred in the partnership between community and NHS 
health board groups. Capturing the perspectives and experiences of the key 
stakeholders of working together in Breathing Space was central to the process 
evaluation. 
Uncertainty means that the conditions within which interventions are operating are 
unpredictable and not controllable. What is of particular relevance to the Breathing 
Space Study 1 was the uncertainty about the extent of community engagement with 
smoking. The subsequent success of the project was dependent upon this 
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unknowable element. In the Qualitative Community Study 2 there was uncertainty 
about the mechanisms of the implementation of smoke-free legislation at the micro 
level of community.  
These concepts illuminate the complexity of conducting evaluations in community 
settings. They give rise to some methodological implications when conducting 
evaluation in complex community systems that are uncertain and not controllable.  
A consideration of Patton’s (2011) complexity constructs would have been a useful 
addition in the design of Breathing Space Study 1 and have enabled us to focus more 
on the evolving and changing nature of the intervention. In particular there was an 
underestimation of the impact of change and uncertainty.  Developmental evaluation 
may have facilitated further understanding of how systemic barriers were operating 
within the sub-systems of the Breathing Space partnership, the community and the 
wider policy system. It may also have assisted understanding of the problems the 
intervention team were facing when adapting to a changing external policy 
environment, at the same time as trying to achieve the pre-defined outcomes of the 
intervention.  
Ways of capturing complexity in community based evaluations is an ongoing 
endeavour.  Work in this area is evident in the evaluation of Health Action Zones 
(Judge, 2000; Judge & Bauld, 2001), and the development of a framework for 
measuring community health and well-being (Hashagen, 2003) and the application of 
the theory of change in community health promotion (Mackenzie & Blamey, 2005). 
The constraints of space do not allow for a full exploration of these new 
developments. Rather, examples of the particular methodological issues that were 
encountered in the three studies presented here will be further explored in the next 
section.  
3.4.2 Capturing intended and unanticipated processes in policy and 
practice  
A second key element of the three studies was to capture processes of change in the 
context of shifting smoking cultures and the emergence of new social norms about 
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smoking.  The studies aimed to capture how our shared understanding of the social 
stock of knowledge about smoking are constructed and re-constructed. Both intended 
and unanticipated processes of change were captured by process evaluation in 
Breathing Space Study 1 and QLLR in the Qualitative Community Study 2.   
Breathing Space used a quasi-experimental design with an embedded process 
evaluation. The intention was to measure processes using qualitative methods and 
outcomes using quantitative methods.  It aimed to consider how the processes of 
programme implementation were related to programme outcomes. The integration of 
both processes and outcomes was to provide a critical understanding of how the 
programme was delivered and in what conditions outcomes were produced 
(Nutbeam, 1998; Pawson & Tilley, 1997). Importantly, the outcome data in 
‘Breathing Space’ actually showed no differential effect in the intervention 
community. It was therefore critical that process evaluation had been included in the 
study design as this provided an understanding of the ‘failure’ of the intervention.  
The process evaluation aimed to capture change within a complex range of health 
promotion activities. These activities were multi-layered in a range of sub-systems 
within the community. The sub-systems comprised young people’s settings, primary 
care, community facilities and the workplace. The intervention activities were 
different in each of these settings and involved a range of stakeholders. The process 
evaluation also teased out the logic of the programme and the ‘fit’ with the 
underpinning community development theory.  
The scope of process evaluation has been problematised within recent literature. 
Munro and Bloor (2010) questioned whether process evaluation claims too much in 
the context of complex community evaluations. They were particularly concerned 
about whether the findings from process evaluation can claim to be usefully applied 
in other contexts. While Munro & Bloor (2010) stress the value of the richness of the 
insights found in process evaluation they qualify this by stating that “deepened 
understanding will always be nuanced and qualified” (p.710).  They were also 
critical of gathering process evaluation where there is a lack of clarity about the 
anticipated outcomes. However, Oakley et al (2006) strongly advocated for process 
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evaluation in RCTs of complex interventions because of their “multi-faceted nature 
and dependence on social context”(p.413) and have argued that process evaluation is 
useful in developing an understanding of how interventions fail. This was a 
particularly poignant point for Breathing Space.  Hawe, Shiell & Riley (2004) have 
also noted that, whilst the RCT should be delivered in a standard way, this may not 
allow for consideration of contextual issues. They argued that it is the process 
evaluation that provides insights into such complexity and allows for a more 
sophisticated addition to the RCT design.  It is this nuanced understanding of how 
and which mechanisms work in which particular context that is of value to health 
promotion. Hawe, Shiell & Riley (2004) have also argued that health promotion 
programmes require contextual adjustments when they are subsequently delivered in 
different contexts.  Evaluating programmes without consideration of context can 
produce misleading learning and limit opportunities for generalisation of the 
findings. It is the linking of process and outcome evaluation that is valuable for 
complex evaluations (Potvin, Haddad & Frohlich, 2001).   While process evaluations 
are now commonly embedded in RCTs and quasi-experimental studies, at the time of 
Breathing Space this was a relatively new practice in health promotion evaluation. 
The process evaluation element of Breathing Space was also important in its own 
right, because of its potential to shed light on intervention implementation.  One of 
the first learning points from Breathing Space was that our understanding, at the 
time, of conducting a quasi-experimental study design precluded the use of process 
evaluation as a formative approach. It has been suggested that formative evaluation 
can be utilised as a form of feedback and as part of an ongoing process of 
programme development, resulting in adjustment to and re-shaping of the 
intervention (Tones & Tilford, 2001).  For example, when it was observed that the 
Breathing Space intervention was floundering, the research team wished to share 
how this was happening with the intervention team.  However, the roles adopted by 
the researchers and the requirements of the quasi-experimental study design for a 
more neutral researcher stance, rendered such sharing of findings problematic. Our 
understanding of the quasi-experimental design meant that feedback from the process 
evaluation, to enable practice development during the implementation of the 
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intervention, was not considered appropriate. In retrospect, a formative evaluation 
would have added to the quality of the intervention. 
The second learning point related to objective setting for the outcome evaluation, in 
relation to the evolving nature of community development.  In retrospect, the 
outcome evaluation in Breathing Space was conducted too early during the initial 
engagement with the community, rather than at the point when the programme was 
fully designed and implemented.  In some respects, the identification of anticipated 
outcomes for Breathing Space was prematurely forced in order to conduct the pre-
intervention survey. This survey was conducted prior to the development of the 
intervention because of the requirements of a quasi-experimental design to establish 
a baseline.  Moreover, the predicted outcomes for the intervention did not fully 
reflect the final aims and objectives that evolved for the community intervention. 
Importantly, this process evaluation has demonstrated that the timing of the stages of 
an outcome evaluation needs to be considered carefully, especially when using 
community development methods. Patton (2011) urged consideration of how much 
time is required for programme development, particularly for those programmes 
which design the content of the programme in an iterative and evolving way.  Patton 
(2011) suggested that conducting a summative evaluation in many community 
programmes may not be useful.  He noted that continuous developmental evaluation 
was more highly valued by programme implementers (Patton, 2011).  
The third learning point was the negative impact of the unanticipated changes (e.g 
among key stakeholders and in the wider external policy environment) that occurred 
during the project. The intervention team had to adjust unexpectedly to resource 
changes, personnel changes and top-down policy changes that had not been 
anticipated. These changes inevitably impacted on the predicted outcomes and the 
shape of the intervention.  
Breathing Space has provided an example of how process evaluation can capture and 
enhance understanding of programme implementation that is of potential value to 
future tobacco control interventions using a community development approach. 
Importantly, the process evaluation illuminated the complexity of the practice and 
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policy environment. ‘Failure’ of the intervention was understood to be a function of 
contextual factors and the processes of constant change rather than the theoretical 
approach of the intervention (even though the intervention team lacked a shared 
understanding of the theory of the programme). ‘Failure’ of the intervention can also 
be considered a function of the premature execution of the outcome evaluation 
before the intervention was fully developed and implemented, but this was only 
understood through the process evaluation. The linking of process and outcome data 
was essential for understanding the ‘failure’ of the intervention. The Breathing Space 
study lends support to those authors who have strongly advocated for this merging 
and linking of process and outcome data (Oakley et al., 2006; Potvin, Haddad & 
Frohlich, 2001).  
The Qualitative Community Study 2 provides a further example of the importance of 
capturing intended and unanticipated processes in policy and practice.  To reiterate, 
QLLR is a new and evolving longitudinal methodology for the evaluation of policy 
that uses qualitative methods. Data is collected at different time points from the same 
or a similar panel of participants, in order to capture change in policy and practice.  
QLLR contributed to an understanding of how change can be explored during the 
implementation of policy. Holland, Thomson & Henderson (2006) stressed the 
importance of the ‘situation specific experience’ (p.2) of policy on everyday lives. In 
justification of the longitudinal qualitative approach they cite  Henwood and Lang 
(2003) who argue that ‘panel studies based upon quantitative methods are unable to 
access the fluid and often highly situation specific experience, understandings and 
perceptions that mediate the ways in which people deal with and respond to social 
change’ (p.2).  
The deployment of QLLR methods allows components of change in the 
implementation of tobacco control policy to be grasped. Use of QLLR in the 
Qualitative Community Study 2 enabled the researchers to adjust, and respond to, 
unanticipated events occurring during the research process. QLLR design also 
enabled the researchers to capture a deep insight into the process of change in social 
practices over time and importantly enabled them to uncover unintended 
consequences of policy. QLLR was used to capture the fluid and dynamic nature of 
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change over time and place. There were, however, a number of challenges 
encountered in using QLLR for the first time, including baseline assessment, 
managing the large qualitative data set, potential attrition, purposive sampling and 
discreet observations. Some of the challenges faced in QLLR, such as establishing a 
baseline and sample attrition, are also found in conventional longitudinal (panel) 
quantitative survey methods.  
The first learning point to arise in the QLLR was during the establishment of the 
baseline for individuals and the communities, before the implementation of the 
smoke-free legislation. Here, there was concern about how to establish a ‘true’ 
baseline; when the trend towards a smoke-free culture in public places had started 
pre-implementation. This led to questions about how to assess what changes were 
related to the legislation and what changes might have occurred anyway. In order to 
establish a qualitative baseline, interviews were conducted with the purposively 
selected panel in each of the four communities, two of which were advantaged and 
two disadvantaged. Observations were conducted in public places in each of the four 
communities. It was found that there were different starting points in relation to the 
experience of the communities at the pre-legislation stage.  The advantaged 
communities were already developing cultures that were favourable to smoke-free, 
with more observed no-smoking areas in public places than in the disadvantaged 
communities.  Hence, it was anticipated that the impact of the smoke-free legislation 
would potentially be experienced differently by the different communities.  It is this 
complex understanding of differential change, as a consequence of public policy, that 
is essential for improving public health without increasing inequalities in health. 
Unlike the imperative for the establishment of a baseline in experimental research 
study designs, a ‘true baseline’ was not established in the Qualitative Community 
Study 2.  Since the baseline from a qualitative perspective can be understood as 
contextual and contingent on time and place, the imperative of ‘accuracy’ was 
deemed less important in this study.  Instead, it was important to understand the 
current and possible differential context of smoking in public places pre-
implementation of smoke-free legislation in all four communities, and then to 
understand, post-implementation, what influenced social practices in these contexts.    
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Other research designs, such as repeat cross sectional surveys, might have been used, 
but this would not have captured the dynamic nature of the change process that was 
made possible by returning to the same panel each time (Molloy, Woodfield & 
Bacon, 2002). While conventional longitudinal (panel) quantitative survey methods 
are able to capture change over time, they are not suited to capturing the qualitative 
and contextual nature of change.   
In using QLLR for the first time, there were a number of learning points in relation to 
the management of what is, for qualitative research, a large dataset. First, there were 
a number of challenges to be addressed regarding the analysis of change across the 
four waves of data collection using a range of data collection methods (interviews, 
focus groups, key stakeholder interviews and observations) across four communities. 
There were particular concerns about how to maintain distinct and individual 
participants’ accounts over the different waves of data collection.  This was 
important because one of the research interests focussed on individuals’ stories of 
how, over time, they adjusted to the smoke-free legislation. This was termed ‘the 
within case analysis’. Capturing these processes of change involved using a range of 
qualitative methods and deep immersion in the communities.  However, reducing and 
managing large datasets using a range of qualitative methods is problematic. These 
issues were addressed through consideration of ways to integrate data generated by 
different methods and at different levels, whilst retaining the richness of the data. A 
detailed account of the processes involved in the analysis is provided below and 
further expanded in the appendices (1 & 2). This detailed attention to the analysis is 
mainly because of the evolving nature of QLLR and the current interest in the 
practicalities of ‘how to do’ a QLLR analysis.  
The process of the ‘within case analysis’ firstly involved conducting a descriptive 
analysis of each participant’s accounts across the whole dataset, and then viewing 
each set of accounts through a longitudinal lens. This was achieved by summarising 
the descriptive themes at each wave for each participant. For the ‘within case 
analysis’ each individual participant was summarised by the following themes at 
each wave: demographics; children and family; smoking in the home; smoking 
outside the home; smoking in the street; smoking at work; smoking at leisure; 
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smoking with friends and types of socialising; cigarettes; alcohol; eating and 
drinking; views of the ban and passive smoking. It was found to be important to 
maintain descriptive themes in the summaries and not to begin to move to analytical 
coding too early before the waves were completed. Next, participant summaries, both 
thematically and with a longitudinal perspective, were situated within the 
participant’s own community.  Following this, the summaries were qualitatively 
compared across all the communities. That is, participants were viewed together 
across all the communities.  This was referred to as the ‘across case analysis.’  
The ‘within community analysis’ and the ‘across community analysis’ were 
conducted in a similar way to the individual participant analysis.  Firstly, each of the 
community observations, in each of the four communities, was summarised at each 
wave. This meant that a longitudinal qualitative analysis of the summaries of all the 
community venues was conducted to develop a community picture of the adjustment 
to smoke-free legislation.  The ‘across community analysis’ entailed a longitudinal 
qualitative comparison across all four communities. Particular comparisons were 
made for the two advantaged and the two disadvantaged communities. The 
participants’ accounts were then situated across all four communities over time.  By 
conducting an ‘across case analysis’ of all participants and all communities, and by 
using the analysis of the shared themes across the dataset and then comparing the 
processes of change within and across the communities, the different types of data 
were cross-cut (Holland, Thomson & Henderson, 2003).  
The development of individual and community summaries captured the longitudinal 
aspect of the data.  However, balancing the thematic analysis with the preservation of 
the individual panel member’s accounts across time was challenging. This was 
because the process of fragmenting the data thematically might threaten notions of 
time and context.  As Holland, Thomson & Henderson (2003) have argued, de-
contextualised participants’ accounts run the risk of becoming “isolated stories” 
(p21). A criticism of thematic analysis is that it mainly focuses on content rather than 
context (Riessman, 2008). A further criticism of thematic analysis is the assumption 
that accounts of individuals located in any one theme are similar (Riessman, 2008). 
However, the thematic analysis across the whole dataset was useful in enriching the 
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later longitudinal analysis of the individual and community accounts. In this way, the 
different types of data were integrated and interrogated for themes that related to 
both content and context and then later viewed longitudinally.  A limitation of the 
summaries was that they tended to fracture the individual and community accounts. 
However, by linking the summaries with the thematic analysis, the richness of data 
relating to individual and community change across time and place was preserved to 
some extent. Additionally, summarising individual accounts at each wave aided the 
researchers’ familiarity with the participants’ stories over time, and reduced the risk 
of fracturing individual accounts. As the researchers carried out observations they 
became much immersed in the different communities. This assisted in developing 
rich understanding of each community over time. 
A detailed account of the process of the individual participant analysis is found in 
appendix 1 and of the process of community analysis is found in appendix 2.  
Another learning point in QLLR related to the retention of the panel participants over 
time. In the Qualitative Community Study 2 the waves of data collection were 
conducted over a relatively short period of time and the panel of participants was 
largely maintained across waves. This was achieved by a strategy which involved 
using postcards to maintain regular contact with participants, keeping up to date 
tracking information (such as contact numbers for family members and mobile phone 
numbers), and by offering small payments as honoraria.  Attrition rates were low: 
88% of the initial sample was successfully re-interviewed at time point 3 and the 
panel at this point had an almost identical age and gender profile to the original 
panel. 
A fourth learning point related to benefits of purposive sampling in capturing 
unanticipated changes in policy implementation. Molloy, Woodfield & Bacon (2002) 
pointed out the benefits of a flexible purposive sample, whereby changes can be 
made to the sample to capture issues that might not have been previously envisaged. 
They argued that it is more important to maintain the diversity of the sample across 
time through further purposive sampling, than retain the original panel.  Changes 
were made to the QLLR sample for two unanticipated reasons. First, the researchers 
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had been surprised by how many people, particularly those in the disadvantaged 
communities, had narrow social lives that were mostly focussed in the home and who 
were therefore not socialising in public places. As the research was particularly 
interested in individuals who socialised in smoke-free public places, a small sub-
group sample who identified themselves as ‘regular socialisers’, was purposively 
selected.  This sub-group included those who had indicated in previous waves that 
they were still frequenting bars, clubs or cafés.   Second, the original study period 
was from October 2005 to December 2006.  However, because it had been an 
unusually warm winter during wave 3 and as smoking in public was now an outside 
activity, the research failed to capture any of the anticipated effects of the weather. 
Because of this a fourth wave of data collection took place during January to March 
2007 to capture any potential differences due to colder weather. A sub-sample of 
socialisers was purposively sampled primarily to explore seasonality effects.  
A final learning point relating to the use of methods for capturing changes in the use 
of public spaces necessitated the visiting and revisiting of selected community leisure 
venues. These covert observations in public spaces, which included pubs, cafes and 
streets, were challenging.  This issue was explored in the paper ‘Covert observation 
in practice: lessons from the evaluation of the prohibition of smoking in public 
places in Scotland’ co-authored with other colleagues in the CLEAN collaboration 
who conducted covert observations (Petticrew et al., 2007).  
The observations, which were semi-structured, involved recording a range of 
phenomena, including the layout of the venue, smoking-related signage, designated 
non-smoking areas, how many smokers and non-smokers were present, how often 
and for how long smokers left the venue to smoke outside, and whether smokers 
congregated or smoked alone.  Any smoking-related incidents were recorded as 
‘vignettes’, along with critical incidents of observed infringements of the law. In 
total, 54 observations were conducted across the four data-collection waves. There 
were two main areas of learning related to discreet observations in the Qualitative 
Community Study 2. The first was the management of personal safety and the 
second related to ethical issues. Below, I present an extract from my contribution to 
the joint paper to illuminate this learning: 
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Extract from Petticrew M, Semple S, Hilton S, Creely K, Eadie D, Ritchie D, 
Ferrell C, Christopher Y, Hurley F. (2007) Covert observation in practice: lessons 
from the evaluation of the prohibition of smoking in public places in Scotland. BMC 
Public Health,7, 204. 
‘The observational element of the Qualitative Community Study presented a number of 
challenges, which were overcome primarily by working within existing community 
networks. Where there were particular concerns for safety, such as in areas of socio-
economic deprivation, local people were recruited through local community projects or 
contacts to accompany the fieldworker into the location. Two female fieldworkers were 
deployed in each location to act as participant observers. Blending into the context aimed 
to reduce the risk of threats to personal safety and to limit any bias introduced through 
observer effects. 
There are ethical issues involved in 'covert' observation in a community context, in 
particular the potential to violate the principle of informed consent and the need to avoid 
invading personal privacy. However, all the places in which data collection occurred were 
'public places' and the individuals and the specific locations remain protected by 
anonymity and confidentiality. Personal information concerning research participants that 
may have been inadvertently divulged during the observations and through the 
unavoidable conversations that occur has been kept confidential and under review to 
identify any sensitive material that may not have been appropriate to record’ (Petticrew 
et al., 2007, p.204). 
 
3.5 Conclusion 
The chapter has provided an exploration of how my early health promotion practice 
and research experiences informed my epistemological stance in the studies 
presented here. In addition, the values and philosophy of health promotion also 
influenced my research imperatives of valuing the voice of the participants and 
making a contribution to practice and policy. Key themes that emerged from a 
critical reflection of the methodologies and methods were explored to consider the 
complexity of tobacco control evaluation in community settings and to capture the 
intended and unintended processes of change in policy and practice implementation.  
Several challenges in using both process evaluation and QLLR were explored. 
Solutions generated from their practical application have been suggested. A 
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contribution is made to knowledge based on my reflections on the practical 
application of process evaluation and QLLR. 
Chapter 4 Social de-normalisation of tobacco use – learning 
from the Scottish context 
4.1 Introduction  
The focus of this chapter is to review the six published papers, as they collectively 
relate to the development of smoke-free environments and to professional 
engagement through the lens of the social de-normalisation of tobacco use, in the 
development of tobacco control in Scotland from 1999-2007.  The concept of de-
normalisation will be explored within the context of four key papers that have 
informed recent discussions in the literature (Bell et al., 2010
a,b
; Chapman & 
Freeman, 2007; Hammond et al., 2006). 
The smoker’s experience of the de-normalisation of tobacco use has been considered, 
in a limited way, within the tobacco control literature. Smoking is generally 
perceived as an individual behaviour; however, attention to the social meaning of 
smoking is often absent (Mckie, Laurier, & Taylor, 2003). The six papers, viewed 
together, provide a critical overview of the different stages of the social de-
normalisation of tobacco use, as it relates to smoke-free environments in Scotland.  
In addition, the six papers illuminate how those living and working in communities 
have experienced the social de-normalisation of tobacco use and its consequences.  
As part of this account, the unintended harms of a de-normalisation strategy, such as 
stigmatisation, are considered, particularly for those smokers living in disadvantaged 
communities (Poland, 2000; Chapman & Freeman, 2007; Healton, Vallone & 
Cartwright, 2009; Bell et al., 2010
a,b
).   
Understanding of the concept of stigma is informed here by the work of Goffman 
(1963) who describes a stigmatised person as being: 
“reduced in our minds from a whole and usual person to a tainted, 
discounted one. Such an attribute is a stigma, especially when its 
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discrediting effect is very extensive; sometimes it is also called a 
failing, a shortcoming, a handicap. The term stigma then will be used 
to refer to an attribute that is deeply discrediting” (Goffman, 1963, p. 
12-13)  
Within tobacco control the concept of stigma is useful for understanding issues 
around power and the social processes of marginalisation.   Stuber, Galea & Link 
(2008) conceptualise stigma as: 
“the negative labels, pejorative assessments, social distancing and 
discrimination that can occur when individuals who lack power deviate from 
group norms. Stigma is at once a social process of marginalization perpetrated 
by those who do the stigmatizing and at the same time a condition that 
stigmatized individuals must navigate.” (Stuber, Galea & Link, 2008, p.421)  
The explicit use of stigma, as a tool for public health in the social de-normalisation 
of tobacco use, will be discussed in a later section of this chapter.  
Another useful concept for understanding the way in which individual and social 
health is promoted through tobacco control is that of ‘bio-power,’ which was 
developed by Foucault. Bio- power is defined as: 
 “power employed to control individual bodies and populations.” 
(Gustaldo, 1997, p.114)  
Here, the concept of bio-power and its relevance within tobacco control is apparent 
through the state’s application of disciplinary powers, targeting smoking, at both the 
macro and micro level. This might include, for example, smoke-free legislation and 
changing professional discourses of smoking behaviour (macro level), and associated 
smoking cessation treatments (micro level).   
From a health promotion perspective, the concept of the ‘social body’ is useful for 
understanding how the individual body is embedded in and shaped by the ‘social 
body’ or the ‘population body’. Such understanding links macro and micro levels of 
power (Gustaldo, 1997).  Health promotion activities seek to improve both the health 
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of the individual body and the social body, at the population level. Through health 
promotion the ‘social body’ becomes a ‘governable body’. In the analysis of health 
promotion developed by Gustaldo (1997) disciplinary control over the social body is 
exercised through a ‘web of micro-powers’, of which health promotion constitutes 
one example. 
4.2 Defining social de-normalisation of tobacco use 
Drawing upon the definition used in the Canadian national strategy (1999) Chapman 
& Freeman (2007) have described the de-normalisation of tobacco use as:   
 “activities undertaken specifically to reposition tobacco products and 
the tobacco industry consistent with the addictive and hazardous 
nature of tobacco products, the health and social and economic 
burden resulting from the use of tobacco, and the practices 
undertaken by the industry to promote its products and create social 
goodwill toward the industry” (cited in Chapman & Freeman 2007, 
p.26).  
Chapman & Freeman’s (2007) development of the concept of de-normalisation, to 
include challenges to the acceptance of smoking, is of particular relevance to the 
understanding of social de-normalisation of tobacco use adopted in this chapter. 
They write:  
“ the term [de-normalisation] is also used to encompass efforts 
challenging notions that smoking ought to be regarded as routine or 
normal, particularly in public settings” (Chapman & Freeman, 2007, 
p.26).  
Chapman & Freeman (2007) reached their understanding of de-normalisation of 
tobacco through a review of the key activities undertaken by the tobacco control 
community, such as media campaigns, to reposition tobacco products as harmful and 
unappealing to the smoker.  Bell et al (2010
a,b
) have also emphasised how de-
normalisation strategies are concerned with transforming social norms about tobacco 
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use, in order to depict smoking as non- normal behaviour. Bell et al (2010
b
) have 
argued that the strategy of smoke-free environments has been one of the most 
successful de-normalisation approaches.  
Chapman & Freeman (2007) drew upon two theoretical positions to explore the 
social de-normalisation of tobacco use. First, they explored how changed social 
norms about smoking have influenced smoking behaviours. The normalisation and 
de-normalisation of health behaviours are linked to perceptions about the prevailing 
social norms and acceptability of those behaviours. Hammond et al (2006) stated that 
the marketing strategies of tobacco companies are focused upon maintaining an 
acceptable image of smoking.  Indeed, the social acceptability of starting and 
maintaining smoking are shaped by social norms (Hammond et al., 2006). In tobacco 
control, two forces compete to influence the social acceptability of smoking. The 
tobacco industry competes to maintain the normalisation of smoking, while tobacco 
control aims to de-normalise the social acceptability of smoking. Hammond et al 
(2006) explored two approaches to de-normalisation: tobacco industry de-
normalisation and social de-normalisation.  They developed three measures of social 
de-normalisation beliefs: ‘belief that society disapproves of smoking; belief that there 
are fewer places I feel comfortable to smoke; and belief that people who are 
important to me believe I should not smoke’ (p229).  Hammond et al’s (2006) 
findings suggested that smokers exposed to high levels of social de-normalisation are 
more likely to intend to quit than those smokers exposed to low levels of social de-
normalisation.   In addition, they found that those smokers with higher socio-
economic status had stronger social de-normalisation beliefs.  
Secondly, Chapman & Freeman (2007) have explored how Goffman’s (1963) 
concept of stigmatisation can be related to the changing social unacceptability of 
smoking and the smoker. Both Chapman & Freeman (2007) and Bell et al (2010
a,b
) 
emphasised how stigma has been used to counter the social acceptability of smoking.  
It is also argued, however, that stigmatisation of smokers is less acceptable when the 
smoker is disadvantaged, and that more consideration should be given to addressing 
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Chapman & Freeman (2007) on the current 
trend in the social de-normalisation of tobacco use have highlighted the need for 
qualitative research that would draw upon the experience of smokers of the de-
normalisation strategies for tobacco use. They also argued for studies to consider the 
potential harms caused by this de-normalisation trend (Bell et al., 2010
a,b
, Chapman 
& Freeman, 2007).  The papers presented in this thesis have attempted to address 
these gaps in the literature.  They illustrate how smokers talk about their own and 
others’ smoking in the context of smoke-free environments, and also consider the 
social process of the de-normalisation of tobacco use over time.  In addition, the 
unintended consequences of stigmatisation are considered. 
4.3 De-normalisation of tobacco use in Scotland 1999-2007 
The papers report findings from three studies that were conducted during a period of 
de-normalisation of tobacco use (1999-2007) when policy, legislation, smoking 
cessation service development and health promotion in the community contributed to 
shifts in the social unacceptability of smoking. The papers have explored some of the 
emerging social practices of smokers that were shaped by the prioritisation of 
smoking as a public health concern. The underlying social processes, such as the 
enactment of legislation and changing professional discourse, were explored at the 
micro level (individual) and meso level (community and home), and where smoking 
behaviours are embedded within a particular social context. The social practices that 
have emerged through the creation of smoke-free environments and the development 
of professional practice are the focus for this exploration of the social de-
normalisation of tobacco use.   
Insights into some of the different stages of the process of de-normalisation of 
tobacco use are drawn from the overview of the six papers presented here.  The 
stages span early local grassroots’ tobacco control activities, creation of a 
comprehensive national smoke-free legislation, and emergence of new discourse 
about the unacceptability of smoking in the home.  This period of tobacco control 
activity marked a shift in the sphere of influence of tobacco control. In the early 
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stages, the main focus was upon taxation, media campaigns, community campaigns 
and service development which aimed to influence community cultures, smoking 
lifestyles and professional practices. In the later stages of the process of the de-
normalisation of tobacco use it was observed that tobacco control activities reached 
into the private lives of smokers, where public health expectations about smoking 
behaviour targeted both public and home environments.   However, it is important to 
note that it is not claimed that these stages are linear or predictive steps in the de-
normalisation of tobacco use strategies. Nor are all tobacco control activities 
considered in this discussion. Rather, the papers provide an insight into the social 
meaning of smoking as it relates to the development of smoke-free environments, at 
a particular time and in particular social contexts in Scotland.  
The stages of the de-normalisation of tobacco use, during the period 1999-2007 in 
Scotland, are considered next through an understanding of how power is used by 
government and via health promotion. It is argued that an understanding of the power 
relations between government, health promotion, smokers and non-smokers was 
central to the de-normalisation of tobacco use 
Breathing Space Study 1 (1999-2002). This study was carried out at an early stage in 
the de-normalisation of tobacco use when it was unusual for disadvantaged 
communities, and professionals working therein, to be involved in tobacco control. 
The findings from Breathing Space Study 1 suggested that there was, at that time, 
resistance from both the community stakeholders and the health professionals to the 
prioritisation of tobacco control work. These groups argued that smoking in 
disadvantaged communities was a culturally normative behaviour, and that there 
were far more pressing needs for their clients to address than tobacco use.  The 
findings also suggested that the health professionals involved in the Breathing Space 
intervention lacked tobacco control experience, and a shared theoretical 
understanding of how to implement tobacco control programmes in the community. 
At this time, in Scotland, there was limited experience of smoking cessation, tobacco 
control and the prioritisation of tobacco control among health professionals.  
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Community development was the discourse framing health promotion intervention 
which addressed de-normalisation of tobacco use in Breathing Space Study 1.  
Participatory approaches were prioritised at the local level, alongside the emergence 
of national tobacco control policy. Importantly, during the life of the Breathing 
Space Study 1 the impact of the UK Smoking Kills White paper (Secretary of Health, 
1998), which had emphasised the importance of smoking as a public health issue, 
began to shape the development of the national smoking cessation service in 
Scotland. This White paper, and subsequent guidelines and funding, was an 
enactment of governmental powers to shape and prescribe smoking behaviours as 
unhealthy. These macro level policy developments caused disruption to some of the 
activities at the local level in the Breathing Space intervention. However, despite 
such disruption, the translation of governmental powers at the micro level, through 
community initiatives and the development of smoking cessation services, during 
this early stage of de-normalisation, were experienced by smokers and community 
stakeholders as a constructive use of power, rather than as coercive power. The 
community development focus of Breathing Space Study 1 suggested that the values 
of participation and empowerment were embedded in these micro power processes of 
health promotion. Participation and empowerment in health promotion practice are 
utilised to avoid victimisation and subjugation which would be considered a negative 
use of power in health promotion (Tones & Tilford, 2001). However, despite the 
stated aims of Breathing Space Study 1 to embed participation and the 
empowerment of individuals and the community into the intervention, papers 1 and 2 
illustrate problematic aspects of using participatory processes at that historical 
period.  
Drawing upon Gastaldo (1997), who has used a Foucauldian perspective to conduct a 
wider analysis of health promotion, it can be argued that, at this stage of the de-
normalisation of tobacco use in Breathing Space, health promotion was an active 
agent in prescribing smoking as an unhealthy behaviour and proposing a ‘non-
smoking’ lifestyle as a normative expectation at both individual and population 
levels. Here, power is experienced as diffuse and subtle, rather than as an oppressive 
or violent force.  The shifts in the discourse of smoking resonate with this analysis of 
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power.  Healthy lifestyles and health priorities are first determined by government 
policy. Health promotion is then adopted by government, as a participatory approach, 
to predefine a normal healthy lifestyle, and in this case defining smoke-free as 
normative. However, this is a complex process that may engender both co-operation 
and resistance.  Utilising health promotion at this early stage of de-normalisation of 
tobacco avoided coercive prescription by the state. Normality is therefore constructed 
through participation, and thus the health of the social body is managed through the 
discourse of health promotion. In this way Gustaldo (1997) argued, people change 
their health behaviours without feeling coerced, and power is experienced as 
constructive.  Using Gustaldo’s analysis of health promotion, Breathing Space study 
1 can be seen to represent the earlier stages of de-normalisation of tobacco use by 
predefining the smoke-free lifestyle as a priority in a disadvantaged community. 
Breathing Space study 1 also illustrated how policy and funding began to shape the 
professional discourse about smoking behaviours. However, papers 1 and 2 illustrate 
how resistance to the prescription of a smoke-free lifestyle and the lack of 
engagement of professional health workers, acted as a barrier at this early stage of 
the de-normalisation of tobacco use, in one disadvantaged community. 
The papers based on the empirical findings from The Qualitative Community Study 
2 (2005-2007) provide an insight, from four contrasting communities (two 
advantaged and two disadvantaged communities), into the explicit use of legislation 
to de-normalise tobacco use in public places. This was achieved by the enactment of 
legislation in March 2006 that limited the places where smokers could smoke and 
served to reinforce emerging social norms around smoke-free public places. The 
Qualitative Community Study 2 was carried out at a later stage of the de-
normalisation of tobacco use, when public support for more comprehensive tobacco 
control strategies had increased. Public support was shaped by both significant public 
debate and consultation, and thus maintained the participatory processes described in 
the earlier stages of the de-normalisation of tobacco use.   
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In the two more advantaged communities it was observed that there were more 
smoke-free public places prior to the implementation of legislation. The early stages 
of the de-normalisation strategy had provided these more affluent communities with 
the opportunity to experience smoke-free environments voluntarily, without any 
direct imposition by the state. In these advantaged communities, smokers’ discourse 
was generally supportive of smoke-free environments, supporting Hammond et al’s 
(2006) contention that smokers from higher socio-economic groups are more likely 
to consider smoking to be unacceptable than smokers from lower socio-economic 
groups. 
However, in the disadvantaged communities smoking continued to remain a 
culturally normative behaviour, with smoking remaining highly visible in public 
places, prior to the implementation of the smoke-free legislation. These 
disadvantaged communities had been less influenced by the more subtle cultural 
shifts in the normative status of smoking, appearing less susceptible to the wider 
changes within society.  This may have been due to the higher levels of smoking and 
the lack of prioritisation of smoking by health professionals in such communities. 
The empirical findings, illustrated by the papers presented here, suggest that the 
disadvantaged communities were less aware of the significant public consultations 
and debates about the smoke-free legislation. Indeed there was less support for the 
smoke-free legislation in the disadvantaged communities (Haw & Mackie, 2009). 
Power was not perceived as constructive, but more coercive in these communities.  
Pre-legislation discourses in the disadvantaged communities were centred more on 
resistance to the legislation. While disadvantaged communities generally complied 
with legislation, a discourse of resistance and disempowerment was expressed by 
some smokers. The rationale for compliance was described as loyalty towards 
publicans, rather than concern for health.   
From a Foucauldian perspective, it can be said that smokers in both advantaged and 
disadvantaged communities engaged in self-regulatory activities to control their 
public smoking. The disciplinary power of government was therefore diffused and 
localised through a set of social practices that operated at the meso level of the 
community.  Through the implementation of legislation smokers adjusted their 
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smoking behaviours in public places and smoke-free behaviours became embedded 
in everyday social practices. The diffusion of the localised nature of power through 
new social practices is illustrated by the ways in which smokers complied with the 
legislation, but at the same time expressed resistance. New identities for smokers 
emerged and were shaped through the enactment of these disciplinary powers of state 
legislation.  Smokers developed new identities as both considerate and compliant 
smokers alongside identities as stigmatised smokers.  
Compliance with the smoke-free legislation was high in all socio-economic groups, 
with minimal infringements (Haw & Gruer, 2007; Donnelly &Whittle, 2008; Ritchie, 
Amos, Martin, 2010
a, b
-papers 3 & 4; Eadie et al., 2008).  However, the nature of 
compliance with the legislation was qualitatively different in the advantaged and 
disadvantaged communities. Whilst smokers understood that they had no choice but 
to comply, they were able to exercise their own agency in how they complied and 
how they expressed resistance. It is notable how resistance became more muted as 
the new social practices of not smoking in public places became socially embedded 
in the public domain. Enforcement officers were appointed to monitor and enforce 
compliance, although this was to be non-confrontational enforcement (Donnelly and 
Whittle, 2008).  However, if smoke-free legislation was to be effective and sustained 
smokers were required to regulate their own smoking body, as well as participate in 
regulating the social smoking body. Foucault’s (1979) concept of panopticism, 
namely surveillance of the population by the state, by unseen or imagined observers, 
in order to produce self-regulatory societies, is useful in understanding how smokers 
complied with legislation and regulated their own smoking behaviour, even in the 
absence of overt observers in the form of enforcement officers.   
The papers presented here have provided a rich description of how smokers adapted 
to the smoke-free environments and developed new sets of social practices, by 
adopting self-regulatory behaviours, which were shaped by the localised and diffuse 
nature of power.   
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The Smoke-free Homes Study 3 (2006-2007) was also carried out during a later 
stage of the de-normalisation of tobacco use. During this period the spatial 
boundaries of smoke-free environments began to shift from the public domain to the 
private domain (the home). The study provided insight into how social norms helped 
to create smoke-free environments in the home. Changing attitudes towards smoking 
in the home were shaped, in part, by the then recent de-normalisation strategies of 
smoke-free legislation in public places (Akhtar et al., 2009, 2007), and also by an 
emerging lay understanding of the harms caused by exposure to second-hand smoke, 
along with increasing acceptance that young children should be protected from 
exposure to tobacco smoke (Phillips et al., 2007-paper 3).  
The discourse of the de-normalisation of smoking had thus moved into the private 
sphere of the home. The views of professional experts of the development of smoke-
free homes (Ritchie et al., 2009 -paper 6)  illustrated how some of the professional 
discourses about conducting interventions in disadvantaged homes resonated with 
earlier professional discourses about barriers to conducting interventions in 
disadvantaged communities (illustrated in papers 1 and 2).  Many of these 
professional concerns were based upon professional understanding of the social, 
cultural and environmental barriers associated with the realities of people’s lived 
experience. These papers demonstrate how professionals valued their knowledge of 
the social context of people’s everyday lives and the relationship between smoking 
behaviours and social context. Arguably, such knowledge is an under-represented 
element within tobacco control literature. The redefining of the value of health 
professionals’ tacit and experiential knowledge of social context might usefully 
inform future tobacco control interventions and may comprise a necessary step in 
addressing the needs of disadvantaged smokers. The papers from Breathing Space 
Study 1- paper 1, and paper 2, and The Smoke-free Homes Study 3 –paper 6 have 
also provided insights into the influence of the culture of health professionals’ 
practice on the implementation of the tobacco control interventions. These papers 
suggest that an understanding of the cultures of practice is an essential component of 
a de-normalisation strategy of tobacco use. 
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4.4. Summary: how the six published papers contributed to 
understanding of the de-normalisation of tobacco use 
Through the review of the six papers, discrete but overlapping stages emerge in the 
portrayal of de-normalisation of tobacco use. Jacobson & Banerjee (2005) have 
previously described stages in the de-normalisation of tobacco use as a social 
movement, and have used the perspective of the trans-theoretical model of behaviour 
change. They argued that the current stage of tobacco control, in developed 
countries, is the action stage incorporating voluntary efforts, legislation and changing 
social norms (Jacobson & Banerjee, 2005). However, this review has provided 
insight into how power relations and participation are enacted during the different 
stages of the de-normalisation process. Bio-power, as explored in this overview, is 
both constructive and restrictive in tobacco control policy.  Both compliance and 
resistance are shown to be embedded in the process of the de-normalisation of 
tobacco use.  In the earlier stages of de-normalisation of tobacco use in Breathing 
Space Study 1 participatory and empowerment processes are shown to be evident. At 
this time-point smoking is highly normative in public places but tobacco use is not 
yet a high political, professional or community priority. In this early stage of the de-
normalisation of tobacco use community development is a ‘constructive power’ 
(Gustaldo, 1997, p.119) used to create and define healthier lifestyles and change 
smoking behaviours. During this stage, power is mainly enacted through funding for 
small projects, exploratory research, new policies and services for smoking cessation. 
Over time, a comprehensive tobacco control policy is introduced and more domains 
are subject to legislation or policy, such as advertising.  In addition, policy 
documents are used to initiate debate on smoke-free environments.  
In the later stages of the de-normalisation of tobacco use, as the new social norms of 
smoke-free environments becomes more embedded (for example in workplaces and 
some public places), legislation is implemented further to enforce the normative 
culture of non-smoking within the public arena.  In the later stages of de-
normalisation of tobacco use, power is mainly enacted by health promotion in a more 
coercive way, through smoke-free legislation.  
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Importantly, the discourse of empowerment is still utilised during the development of 
legislation. Empowerment is primarily adopted as a way of managing the conflicting 
interests of the commercial leisure sector and the tobacco industry with the goals of 
tobacco control, rather than as a process of engagement with those disadvantaged 
communities which experience the implementation of smoke-free environments 
more acutely. However, participatory processes are evident in the large-scale public 
consultation conducted prior to the approval of smoke-free legislation by Parliament. 
Despite this, it is also apparent from papers 3 and 4 that many participants, 
particularly those in disadvantaged communities, were unaware of, or failed to 
engage with, any consultation process. On the contrary, they felt disempowered.  
The six published papers make clear that health promotion adopts a dual stance in 
relation to power relations, comprising both participation and subjugation in the 
management of the health of the ‘social body’. While the discourse of empowerment 
and engagement is privileged in the earlier stages of re-shaping smoking behaviour 
and cultures, in the later stages the power of legislation is used as a form of 
subjugation.  Health promotion is therefore an agent of both empowerment and 
subjugation. It is suggested here that the inherent tensions of empowerment and 
subjugation are problematic for health promotion practice, when operating in an 
evolving culture of the de-normalisation of smoking. It is particularly problematic 
when considering certain sub-populations of disadvantaged smokers, who have 
higher levels of smoking, and live in communities where smoking is a culturally 
normative behaviour.  
The normal practice of health promotion would be to adopt an empowerment 
approach when working with disadvantaged communities, in order to increase the 
engagement and participation of the community regarding issues of public health 
concern. This is well illustrated in the example of Breathing Space Study 1.  Whilst 
papers 1 and 2 have explored the problematic nature of participatory approaches, it is 
argued here that the processes of engagement and collaboration were not embedded 
throughout the de-normalisation strategy for the disadvantaged communities. This is 
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of particular concern when empowerment and participation are key goals of health 
promotion. The overview of the six papers raises some interesting questions for the 
strategy of normalising smoke-free environments. Importantly, the strategy of de-
normalisation of tobacco use was mainly focussed at the population level, resulting 
in a failure to fully recognise those contextual factors that might potentially impact 
upon the smoking behaviours of particular populations, such as smokers in 
disadvantaged communities. In addition, a consideration of consultation approaches 
with disadvantaged communities would suggest that active collaboration methods 
could be explored further (Arnstein, 1971, Milio, 1986; Tones & Green, 2004; 
INVOLE 2011). 
4.5 Social de-normalisation of tobacco use and disadvantaged smokers 
Poland et al (2006) have argued for a greater understanding of the social context of 
smoking and tobacco use, particularly among smokers who are more socially 
disadvantaged.  These disadvantaged smokers experience a double stigma, first 
through their biographies of disadvantage (Graham et al., 2006) and, second, through 
being a smoker (Bell et al., 2010
a,b
, Ritchie, Amos & Martin, 2010
a,b
-papers 3 & 4; 
Thompson, Pearce & Barnett, 2007). Previous considerations of the de-normalisation 
of tobacco use have tended to focus on young people and the de-normalisation of the 
tobacco industry (Hammond et al., 2006), rather than the experience of 
disadvantaged smokers.  
Rates of smoking amongst the most disadvantaged remain high and these smokers 
present a continuing challenge for tobacco control in the de-normalisation of tobacco 
use (Jarvis et al., 2003; Graham et al., 2006; Bauld, Judge & Platt, 2007;  Bell et al., 
2010
a, b
). Importantly, the experience of disadvantage is itself a barrier to successful 
quitting (Hiscock, Judge & Bauld, 2010). As smoking becomes more socially 
unacceptable, the residual smokers are more likely to be marginalised (Stuber, Galea 
& Link, 2008).   
In their evaluation of the Scottish smoke-free legislation Eadie et al (2008) found that 
compliance was variable and non-compliance was not challenged in disadvantaged 
communities as bar staff were often complicit in these infringements.  Whilst there is 
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evidence of increasing support following the implementation of smoke-free 
legislation, qualitative findings suggest that support, engagement and compliance 
requires a more nuanced and complex understanding of the particular social context 
of the smoking behaviours (Eadie et al., 2008).  
Thompson, Pearce & Barnett (2007) considered the spatial segregation of 
disadvantaged groups as a result of de-normalisation strategies, suggesting that this 
leads to greater marginalisation and increased inequalities in smoking. The authors 
argued that the processes of stigmatising people who continue to smoke, and the 
subsequent spatial segregation into ‘smoking islands’ of smokers in the poorer 
communities, may lead to a reinforcement of smoking, rather than quitting. 
Bandura’s social learning theory suggested that changes in health behaviour are 
related to people’s self-efficacy and their expectations about whether their actions 
will lead to certain outcomes (Bandura, 1977).  Self esteem, self efficacy and general 
beliefs about ourselves and perceptions of how other people behave towards us are 
central to understanding the health promotion endeavour (Naidoo & Wills, 2000).  It 
is argued that stigma increases low self-esteem, low self-efficacy and poor mental 
health, and feelings of stigma are likely to make it more difficult for people to 
manage their addiction to nicotine and quit smoking ( Louka et al., 2006; Burgess, Fu 
& van Ryn). On the other hand, it has also been argued that the de-normalisation of 
the social acceptability of smoking may encourage smokers to quit (Hammond et al., 
2006). Bauld et al (2007) reported that whilst smoking cessation rates were lower in 
disadvantaged areas, a greater proportion of smokers were treated, but they also 
argued for more innovative interventions and policies to address the specific needs of 
disadvantaged smokers.  Moreover, changes in the social unacceptability of smoking 
may increase support for more radical and comprehensive tobacco control 
(Hammond et al., 2006; Bell et al., 2010
a,b
).  
Akhtar et al (2010) explored the impact of the implementation of the smoke-free 
legislation in Scotland on social inequalities and SHSE among primary 
schoolchildren aged eleven. They concluded that SHSE was reduced across all the 
socio-economic groups of those children aged 11 who were sampled. However, 
 
  69 
children from lower socio-economic groups continued to have higher levels of 
salivary cotinine concentrations, and were more likely to have a mother who smoked.  
While smoking in the home did not increase after the implementation of the smoke-
fee legislation (Akhtar et al., 2009), children’s exposure to SHS in the home 
remained high in lower socio-economic groups (Akhtar et al., 2010). 
Richmond, Haw & Pell (2007) reported on the impact of socio-economic deprivation 
on perceptions of the Scottish smoke-free legislation after one year. After adjusting 
for deprivation, they found that customer support in bars for the legislation was 
lower and complaints were more common. 
4.6 Summary: how the six published papers contributed to 
understanding of the de-normalisation of tobacco use and 
disadvantaged smokers 
The Qualitative Community Study 2 was the first study to explore empirically the 
impact of smoke-free legislation on disadvantaged and advantaged communities. The 
visibility and normative element of smoking behaviour in public places appeared to 
be related to the nature of the stage of the de-normalisation of tobacco use in each of 
the advantaged and disadvantaged communities. Discourses of stigmatisation were 
more pronounced in the disadvantaged communities, where it was observed that 
smoking was more highly visible and normative.  Experiences of stigmatisation were 
perceived to be a consequence of smokers’ smoking behaviour in public places 
(Ritchie, Amos & Martin, 2010
a,b
-papers 3& 4).  In their evaluation of compliance 
with smoke-free legislation in community bars in Scotland, Eadie et al (2008) 
supported these findings and argued for future smoke-free interventions to target 
support to smokers who live in disadvantaged areas.   
While changes in smoking status were modest in Scotland after the implementation 
of smoke-free legislation (Ritchie, Amos & Martin,, 2010
a
- paper 3; Hyland et al., 
2009; Haw et al., 2009; Fowkes et al., 2008), smoke-free legislation was found to 
affect levels of consumption by smokers (explored in paper 3).  These modest 
changes in quitting may be related to the argument that stigmatisation has an impact 
on self-esteem and self-efficacy and decreased mental health (Louka et al., 2006; 
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Burgess, Fu & van Ryn 2009).  On the one hand smoke-free legislation appeared to 
provide external cues to be smoke-free in the public domain.  On the other hand, 
perceptions of stigmatisation of the smoking behaviour suggested a negative impact 
upon the self-esteem and self-efficacy required to sustain quitting (Ritchie, Amos & 
Martin, 2010
a,b
, - papers 3 & 4). After the implementation of the smoke-free 
legislation it was observed in the disadvantaged communities that external cues to 
smoking, such as variable compliance with the legislation, smoking outside and in 
the home, suggested a continued pro-smoking culture (Ritchie, Amos & Martin 
2010-paper 3). In addition, women smokers in the disadvantaged communities were 
found to have restricted social lives that were mostly home-based, and they were 
therefore less exposed to the newly created smoke-free environments in public places 
(Robinson et al., 2010).  In disadvantaged communities the continued pro-smoking 
culture, the home based social lives of women and stigmatisation of smoking 
behaviour may have resulted in more modest changes in quitting (Ritchie, Amos & 
Martin 2010-paper 3). However, there were also some positive narratives about 
quitting and reducing consumption, as demonstrated in the Community Qualitative 
Study 2. Notably, however, this finding related to both advantaged and 
disadvantaged communities (Ritchie, Amos & Martin 2010-paper 3).  
The Smoke-free Homes Study 3 found fewer smoking restrictions in the homes of 
the disadvantaged, compared to the more advantaged smokers. This suggested that 
the de-normalisation of tobacco use was less embedded in the social practices of 
disadvantaged, compared to more advantaged homes. Although there were more 
restrictions in the latter, it is important to note that there was some form of restriction 
across all socio-economic groups, often shaped by concerns about protecting children 
(Phillips et al., 2007-paper 5).  
The expert groups of tobacco control professionals, who were participants in the 
Smoke-free Homes Study 3, prioritised the need for smoke-free homes’ interventions 
in the more disadvantaged communities where smoking at home was more 
normative. But the expert groups were particularly worried about further stigmatising 
disadvantaged parents, whom they considered to have less choice and fewer 
resources in creating smoke-free homes (Ritchie et al., 2009- paper 6). The 
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professional groups considered the limited readiness of health professionals to 
develop interventions for smoke-free homes in the more disadvantaged homes, at 
that point in time. This consideration was shaped by their perception of available 
social, cultural and physical resources, and the normative element of smoking in such 
communities.  
The tacit and experiential knowledge that practitioners hold about disadvantaged 
smokers proved to be an important element in the development of recommendations 
to shape interventions for smoke-free homes.  Practitioner knowledge informed 
understanding of the experience of disadvantaged smokers and the barriers that are 
encountered by smokers in creating smoke-free homes. The knowledge of the 
professional experts led to specific recommendations to avoid further stigmatisation 
or victimisation of parents who smoke in their home, and to develop interventions in 
the home that were sensitive to their particular needs and circumstances (Ritchie et 
al., 2009-paper 6). However, in Breathing Space study 1 the culture of professional 
practice was itself a barrier to the development of tobacco control interventions. 
Health professionals found it problematic to prioritise smoking as an issue for their 
clients.  The perception that smoking was stigmatised health behaviour appeared at 
that time to be embedded in the culture of health promotion practice. It would seem, 
from study 1 and study 3, that health professionals, similarly to smokers, hold 
ambivalent positions in relation to considering smoking as both a public health 
priority and as stigmatised health behaviour. This was particularly pertinent during 
the early phases of the de-normalisation of tobacco use.  It is suggested here that the 
nature of the professional values and the experiential knowledge exercised by health 
professionals, both in terms of their stigmatisation of smoking behaviour and their 
tacit knowledge of working with disadvantaged smokers, may contribute to the 
culture of professional health promotion practice (Fisher & Owen, 2008).   
Additionally, the findings presented in papers 3 and 4 added to an understanding of 
how place and space are  important elements in shaping new practices in smoking 
behaviours, particularly in disadvantaged communities. The papers build on the work 
by Thompson, Pearce & Barnett (2007) who explored how the impact of creating 
‘smoking islands’  have the potential to further marginalise disadvantaged smokers. 
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What papers 3 & 4 added is an understanding of how place can be re-shaped in order 
to accommodate new social practices of not smoking in indoor public places. 
Importantly, the provision for smoking outside varied according to the type of the 
community, with more comfortable provision available for advantaged smokers. In 
the advantaged communities there was more emphasis on the benefits of the newly 
formed social networks in the re-creation of space. In the disadvantaged communities 
accounts were more likely to illustrate concern about being observed and viewed 
negatively by others when occupying outside spaces to smoke. The nature of the 
places where the smokers were allowed to smoke was perceived as contributing to 
the smoker’s negative identity and subsequent feelings of stigmatisation.   
4.7 Stigma as a tool for the de-normalisation of tobacco use  
Smoking is a negative attribute which can be used to distinguish the smoker from 
‘normal’ people, thus creating the distinction between discredited smokers and 
respectable non-smokers. In the previous sections of this chapter, the de-normalisation 
of tobacco use has been understood through the development of new social practices, 
and in relation to broader notions of power. Stigmatisation of smokers has been 
presented as a function of the power relations and social control that operated during 
the process of re-shaping smoking as unacceptable health behaviour. Stigmatisation 
has also been highlighted as a particular issue for disadvantaged smokers, who 
experienced dual stigmatisation, as a consequence of their biographies of disadvantage 
and their identities as smokers (Graham et al., 2006). Burgess, Fu & van Ryn (2009) 
concluded in a narrative review of the literature that there is evidence that strategies 
aimed at reducing SHS do contribute to the stigmatisation of smoking and further 
research is required to understand the negative consequences on mental health, 
increased consumption of cigarettes and decreased help-seeking. 
Bell et al (2010
a,b
) have reflected upon other fields of addiction where the focus is on 
de-stigmatisation, rather than the stigmatisation of the addictive behaviour, in order to 
encourage the use of treatment services.  They draw upon the inverse care law to 
illustrate how those most in need often fail to utilise health services, particularly those 
who are most disadvantaged. The authors thus argued that stigmatisation may lead to 
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less utilisation of health services.  However, Bauld, Judge & Platt (2007) have also 
explored the utilisation of smoking cessation services, likewise indicating that 
smoking cessation is less successful among disadvantaged smokers, but also reported 
that smokers in disadvantaged areas make proportionally higher use of these services.   
Bell et al (2010
a
) have conducted empirical research in Canada with GPs and smokers 
from different social classes on the impact of the de-normalisation of tobacco use on 
their daily lives. Their findings are similar to those presented in papers 3 and 4 
(Ritchie, Amos & Martin, 2010
a,b
). While there was support for more smoking 
restrictions, the smoke-free legislation was experienced as too restrictive and 




The issues involved in the stigmatisation of smokers as consequence of de-
normalisation of smoking behaviour are considered in paper 4.  The aim of the 
following section is not to reiterate the arguments presented in paper 4; rather it is to 
focus on the public health tensions arising from a de-normalisation of tobacco use 
strategy that explicitly adopted stigmatisation as a form of social control that was both 
acceptable and effective. In paper 4, it is argued that this strategy may have particular 
negative consequences for some disadvantaged smokers.   
Poland et al (2006) have made the case for tobacco control researchers and 
practitioners to be more reflexive in conducting tobacco control research and practice, 
arguing that such reflexivity will allow for an engagement with resistance to tobacco 
control strategies and potentially allow for a greater sensitivity by the tobacco control 
community towards the needs of the ‘harder to reach’ groups. Reflexivity, according 
to Finlay & Gough (2003), provides opportunities to be aware of one’s own position 
as a researcher, but also to “interrogate the rhetoric underlying shared social 
discourses”(Finlay & Gough, 2003, p.ix). Here, reflexivity provides an opportunity to 
interrogate some of the negative aspects of a successful tobacco control strategy. It is 
interesting to note how a key tobacco control journal was unwilling to publish the 
stigma paper (paper 4) because it focused upon negative consequences of the de-
normalisation of tobacco use. Such an account, it was felt by the editors, might be 
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perceived as useful by the tobacco industry.  The position adopted here resonates in 
part with the position taken by Mair & Kierans (2007) who criticised the tobacco 
control research community for their moralising agenda.  This limits the ability of 
researchers to explore social practices as social phenomena. This has particular 
resonance with the issue of stigmatisation discussed here. With some notable 
exceptions (including Kim & Shanahan, 2003; Farrimond & Joffe 2006; Chapman & 
Freeman, 2007; Stuber, Galea & Link, 2008; Bayer, 2008; Burgess, Fu & van Ryn 
2009; Ritchie, Amos & Martin, 2010
b
 –paper 4  Bell et al., 2010
a,b
) tobacco control 
has been reticent to engage with public health tensions arising from the use of 
stigmatisation as a central plank of de-normalisation strategy.  
Stuber, Galea & Link (2008) have highlighted a lack of understanding of the processes 
involved in the stigmatisation of smokers, as a consequence of de-normalisation 
policies in tobacco control. The papers presented here (particularly paper 4) have 
provided some insight into these social and cultural processes of stigmatisation of 
smoking.  Stuber, Galea & Link (2008) have explored how the stigmatisation of 
smokers is enacted at the individual level through social pressures exerted by family 
and friends in their social network.  In addition, they have argued that stigmatisation is 
shaped by the structural mechanisms of tobacco control policy that aimed to re-shape 
social norms of the acceptability of smoking (Stuber, Galea & Link, 2008).  
While arguing that tobacco control policies may lead to stigmatisation of smokers, 
Stuber, Galea & Link (2008) simultaneously note that they may benefit smokers’ 
health by encouraging quitting. Similarly, Bayer (2008) questioned whether or not 
stigma is necessarily a negative burden, and indeed whether it always conflicts with 
improving health. Bayer (2008) also suggested that the literature on stigmatisation has 
generally ignored the agency of people to be resistant to stigmatisation, rather than 
powerless victims. This position arguably counters some of the public health 
arguments about the link between stigma and poor self esteem (Bayer, 2008). It is 
apparent from papers 3, 4 that smokers use their agency to adapt to the smoke-free 
legislation, particularly through the re-creation of the public spaces to facilitate social 
smoking and in the re-shaping of their identity as smokers.  It was also found that 
smokers generally used their agency to reduce their consumption of cigarettes, rather 
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than to quit as a result of the smoke-free legislation ((Ritchie, Amos & Martin, 2010
a
- 
paper 3; Hyland et al., 2009; Haw et al., 2009). Notwithstanding this, many of the 
smokers in the Qualitative Community Study 2 expressed a desire to quit, even if this 
was not generally acted upon (Ritchie, Amos & Martin, 2010
a,b
- papers 3 & 4).  
Importantly, in the studies presented here, and in other literature, smokers appeared to 
hold concurrent and ambivalent identities of themselves as smokers.  Smokers 
expressed beliefs that they were responsible smokers who protected non-smokers from 
their tobacco smoke, whilst at the same time experiencing themselves and their 
smoking as stigmatised (Poland, 2000; Thompson, Pearce, Barnett, 2007, 2009; 
Ritchie, Amos & Martin, 2010
a,b
; Bell et al., 2010
a,b
). By holding these ambivalent 
positions smokers may be attempting to rebalance the negative aspects of 
stigmatisation through the adoption of the public health message that urged smokers to 
protect non-smokers from their smoke in the creation of smoke-free environments.   
It is possible, however, that the emerging discourses about protecting children from 
second-hand smoke in the private space of the home, illustrated in paper 5, indicates a 
potential for increased  smoker-related stigma. This may also explain why health 
professionals find smoke-free homes’ interventions particularly problematic. Stuber, 
Galea & Link (2008) considered that policies separating smokers from non-smokers, 
as in for example smoke-free environments, may create a more acute perception by 
smokers of their stigmatisation. They also argued that stigmatisation is not distributed 
equally across all social groups and may therefore contribute to disparities in smoking. 
However, unlike the findings presented in our papers, Stuber, Galea & Link (2008) 
argued that compared to less educated smokers, more highly educated smokers 
perceived a higher level of stigmatisation as a consequence of their smoking. It is 
agreed, however, that tobacco control polices should alleviate disparities in health, and 
not further contribute to the marginalisation of certain groups through stigmatisation 
(Stuber, Galea & Link, 2008; Burris, 2008). 
The public health debate is, in effect, about the success of the de-normalisation 
strategy in shaping smoking as socially unacceptable (and the consequent reductions 
in consumption of tobacco), balanced against the potential burden of stigmatisation 
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for those groups of smokers who are already marginalised through socio-economic 
disadvantage. Moreover, it is about the potential of the stigmatisation of smokers to 
impede their ability to quit because of the resultant poor self-esteem and reduced 
self-efficacy. Analysis of the tensions inherent in the de-normalisation strategy of 
tobacco use introduces an ethical dimension to this public health approach. This 
leads to consideration of the balance between benefits and harms, and the potential to 
redress the balance of the negative impact of stigmatisation of smokers.   
Bayer (2008), considering the ethics of stigmatisation, asserted that there is a 
legitimate obligation to protect the health of smokers and non-smokers, because of 
the undisputed serious harm of smoking and second-hand smoke. However, he also 
considered that there is ‘good’ stigma, whereby the experience of segregation is 
temporary, as in the segregation created through the imposition of smoke-free 
environments. Bayer (2008) argued that the stigmatisation process related to the 
behaviour of smoking, rather than the stigmatisation of the whole person. He claimed 
that smokers could change their behaviour, thereby shedding their stigmatised 
smoking identities. Importantly, he argued that public health should develop 
interventions that alleviate the experience of stigma, and offer opportunities for 
change, and that, if such measures are in place, stigmatisation is morally defensible 
(Bayer, 2008). Bayer’s paper has generated significant discussion in the literature. 
Some have argued forcibly against the use of stigma in any circumstances, because it 
is dehumanising and cruel (Burris, 2008).  Bell et al (2010
b
) challenged Bayer’s 
position, particularly in respect of the impact of stigmatisation on disadvantaged 
smokers, urging scrutiny of the de-normalisation of tobacco use as a public health 
tool. However, in response to Bell et al’s, (2010
b
)  criticisms, Bayer (2010) has 
queried whether de-normalisation strategies, whilst previously defensible, have now 
indeed reached their limit for disadvantaged smokers, as such population level 
strategies may create further health inequalities.      
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4.8 Summary: how the six published papers contributed to 
understanding of the de-normalisation of tobacco use and the 
stigmatisation of smokers 
Empirical evidence about smoking and stigma is mainly absent in the literature. The 
papers presented here provide an insight into the actual experience of being a 
stigmatised smoker.  Smoke-free legislation contributed to the awareness of 
stigmatisation and to the spoiled identity of smokers. What is of importance here is 
the empirical evidence of felt stigma, as presented in paper 4 (Ritchie, Amos & 
Martin, 2010
b
). Smokers engaged in the self-stigmatisation of their own smoking 
behaviour, often in the absence of any overt enactment of stigma by others. While 
Burris (2008) was unclear whether smokers are stigmatised, the work presented here 
has provided empirical evidence of stigmatisation. It has illustrated how the smokers’ 
experience of stigmatisation appears to incorporate the same five elements that are 
distinguished in the Link & Phelan (2001) framework conceptualising stigma and 
considered in paper 4.  
The stigmatisation of smoking as an explicit and effective strategy of tobacco control 
presents an obligation, from a public health perspective, to alleviate some of the 
negative consequences for some smokers. This obligation particularly applies in the 
case of disadvantaged smokers. Certainly, it is argued, tobacco control interventions 
should not contribute to an increase in inequalities in health.  
The papers presented here have contributed further insights into the culture of 
professional practice and tobacco control. The practice of health professionals during 
the earlier stages of de-normalisation of tobacco use appeared to act as a barrier to 
the implementation of interventions.  In Breathing Space study 1, observations of 
the managerial decision-making processes suggested that indeterminate aspects of 
implementation may have been shaped by the lack of prioritisation of smoking and 
by their perception of smoking as stigmatised health behaviour, at this time (paper 2). 
The empirical findings from the observations of professional practice suggested that 
there was a failure at both the managerial and practitioner levels to fully understand 
the relationship between empowerment and the self-esteem of smokers. The 
existence of a perceived association between stigma, low self-esteem, low self-
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efficacy and poor mental health has been explored earlier in the chapter (Louka et al., 
2006; Burgess, Fu & van Ryn, 2009). Feelings of stigmatisation are likely to make it 
more difficult for people to manage their addiction to nicotine and quit smoking 
(Louka et al., 2006).  It is suggested here that the links between self-esteem, stigma 
and empowerment should be explored further in future research.   
The barriers to tobacco control practice are in part a function of professionals’ 
perceptions about damaging their relationships with clients if they raise the issue of 
smoking.  This concurs with research among GPs who were concerned with harming 
their relationship with their patients, if they discussed smoking behaviours 
(MacIntosh & Coleman, 2006). More recent work by Stuber & Galea (2009) 
suggested that smokers often do not disclose their smoking status to their health 
practitioners. The links between the culture of professional practice and the nature of 
the professional relationship with clients, vis-à-vis the stigmatisation of health 
behaviour, requires further exploration.  
There are other professional considerations illustrated here about further stigmatising 
disadvantaged smokers, particularly mothers in the development of smoke-free 
homes (papers 6). Health professionals also have concerns shaped by their 
perceptions of the environmental and cultural constraints about developing 
interventions in disadvantaged communities (paper 6).  
4.9 Conclusion 
This review of the process of de-normalisation of tobacco use has identified some 
discrete but overlapping stages that related to the use of and engagement with power. 
It has been illustrated how power is utilised as both subjugation and a constructive 
force in tobacco control. The negative consequences of subjugation, in the form of 
stigmatisation, therefore need to be examined. Disadvantaged groups have less 
power to engage in the political and policy processes. There was indeed only limited 
engagement of disadvantaged smokers in the debates and consultation about smoke-
free legislation. They are also more likely to experience the cumulative impact of 
stigmatisation in their lives, rather than just the stigma generated by tobacco control 
policies and this may relate to modest changes in quitting (Link & Phelan, 2006; 
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Louka et al., 2006; Burgess, Fu & van Ryn, 2009). The engagement and participation 
of smokers might have been more usefully embedded during all the stages of the de-
normalisation of tobacco use. A proactive approach to the engagement of 
disadvantaged smokers may redress some of the imbalances of power in policy 
processes. The findings presented here have illustrated how Bayer’s argument of ‘not 
can we but should we?’ (Bayer, 2008) is applicable to the de-normalisation of 
tobacco control.  However, the argument might be usefully expanded through the 
addition of an important caveat emphasising the importance of redressing the balance 
between stigmatisation and de-normalisation for some smokers.   
The asset-based model for promoting health, as described by Morgan & Ziglio 
(2007), highlights the capability of individuals and communities to take action to 
improve health, rather than focussing on the deficits in their health and their 
resources.  The empirical findings presented here have highlighted some positive 
narratives around reducing consumption and making some changes to smoking in the 
home. While these may not represent successful outcomes from the perspective of 
health professionals they were valued outcomes for the participants. If these 
empirical findings were viewed through the lens of an asset-based model, the 
emphasis would not be on the lack of success of the disadvantaged smokers, but on 
their potential to create and sustain health. This would mean valuing the small steps 
that are taken to improve health, for example, by valuing the partial smoking 
restrictions developed in some homes. Interventions in the home would then be 
sensitively delivered, with professional encouragement for attempts to be smoke-
free. This encouragement should be given despite environmental and cultural 
constraints that prevent some smokers from creating a totally smoke-free home. A 
more inclusive approach to the de-normalisation of tobacco use strategy would mean 
that the positive aspects of the smoker’s identity, such as considerateness, would be 
reinforced. It would also mean a re-framing of success for those smokers who have 
reduced their consumption as a consequence of smoke-free environments, even if 
they have not managed to quit.   
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In the context of stigmatisation an asset- based perspective would mean considering 
the cumulative impact of stigma across the life-course of the disadvantaged smoker.  
This perspective would lead to the creation of health promotion programmes that 
consider positive and protective impacts upon health (Morgan & Ziglio, 2007). 
Furthermore, developing an understanding of the particular social context in which 
the smoking behaviour of the disadvantaged smoker is embedded, along with a 
consideration of the community capacity and capability that is available to redress 
the stigmatisation of the smoker, may further illuminate the relationship between 
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Chapter Five Concluding discussion 
The thesis contributes to knowledge in two key areas. First, through reflection on 
the practical application of process evaluation and qualitative longitudinal 
research (QLLR), and second, by providing insights into the process of the social 
de-normalisation of tobacco use in Scotland. 
5.1 Contribution to methodology 
The practical application of two research methodologies, process evaluation and 
QLLR, has provided understanding of the processes of complexity and change in the 
evaluation of policy and practice in the community setting.   
Some benefits have been shown, in both using process evaluation and QLLR, to 
capture both intended and unanticipated processes in the implementation of policy 
and practice. Whilst some challenges in their use have been described, this has been 
countered with an account of the some of the solutions that were generated. In 
particular, the accounts of process evaluation and QLLR have provided some 
learning points as a contribution to knowledge. 
In respect of Breathing Space Study 1 the findings have demonstrated the 
importance of embedding process evaluation into a quasi-experimental study design. 
While this is now not new, at the time the study was conducted process evaluation 
was a relatively new development in quasi-experimental studies. However, the 
account of the utility of using process evaluation does counter some of the recent 
criticisms in the literature (Munro & Bloor 2010). The account of linking the process 
evaluation to the outcomes was critical in understanding how the intervention 
‘failed’. Importantly, there was a synergy between the process and the outcome data. 
It is this nuanced and contextual understanding of the intervention that is illuminated 
by process evaluation, and is invaluable for improving practice. Formative 
evaluation, which is derived from a process evaluation, would have further aided 
practice; but was constrained in Breathing Space.  
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The Qualitative Community Study 2 offers a new understanding of the practical 
application of QLLR and thus enhances the theoretical literature on QLLR, as an 
evolving method to evaluate policy (Molloy, Woodfield & Bacon, 2002; Holland, 
Thomson & Henderson, 2006). A unique contribution to knowledge is illustrated by 
the detailed account of how to conduct a longitudinal analysis of qualitative data.   
The practical concerns about using QLLR particularly centred on the management of 
large qualitative data sets and the potential for the data to be de-contextualised and 
fragmented. In addition, there were challenges involved in the integration of different 
types of qualitative data collected at different time periods. These concerns were 
addressed by working as an interpretive research community (see Ritchie, Amos & 
Martin, 2009, 2010), who are deeply immersed in the communities and very familiar 
with the participants’ accounts across time. This allowed for the researchers’ rich 
understanding of the individual participants and communities to be captured and 
avoided fragmenting the data in the analytical process. Furthermore, the interpretive 
research community generated analytical solutions to cross-cut the different types of 
data. This was achieved through summarising the individual and the community 
accounts and then comparing across individuals and communities, using a 
longitudinal lens.  
5.2 Contribution to tobacco control 
During a period of de-normalisation of tobacco use from 1999-2005, prior to the 
implementation of smoke-free legislation in Scotland, there was a decline in overall 
smoking prevalence from 30.7% in 1999 to 26.7% in 2005 (Scottish Government, 
2011). The recent Scotland’s People Annual Report (2011) showed that whilst there 
is an encouraging decline in smoking from 26.7% in 2005 to 24.2% in 2010, there 
was no change in this trend following implementation of smoke-free legislation in 
March 2006. Moreover, in 2010 disadvantaged smokers continue to live in 
communities where smoking remains highly visible and culturally normative, despite 
changes in the acceptability of smoking in the general population. The rate of 
smoking in disadvantaged communities in 2010 is 44 % in the 10% of the most 
deprived communities, compared to 9% in the 10% of the least deprived 
communities in Scotland (Scottish Government, 2011). Inequalities in health are 
 
  83 
evident in these smoking rates. The high rates of smoking in the disadvantaged 
communities suggest that there is a continuing social acceptance of smoking and that 
the impact of social de-normalisation has been more limited in disadvantaged 
communities.   
Poland et al (2006) argued for further understanding of the social context for socially 
and economically marginalised groups. They stated that the social meaning of 
smoking in the context of people’s everyday lives was not often a central concern in 
tobacco control research (Poland et al., 2006).  Chapman & Freeman (2007) and Bell 
et al (2010
a,b
) argued for qualitative research to contribute to an understanding of the 
lived experience of smokers of the social de-normalisation of smoking. Whilst 
understanding of the social context is not new in tobacco control, it may be a missing 
element in addressing tobacco control in disadvantaged communities. Findings 
presented here have made a significant contribution to developing understanding of 
the social context of smoking practices in public and private places and the 
consequences of policy, particularly for disadvantaged smokers.  
This thesis has illustrated that there are different experiences of the social de-
normalisation of tobacco use in socio-economic groups and communities across time. 
The different experiences are in part a function of smokers’ agency to engage with 
tobacco control policy in the re-shaping of their smoking practices. Smokers in 
disadvantaged communities have experienced a lack of engagement with 
consultation processes in the development of tobacco control legislation and were 
more resistant than advantaged communities to the creation of smoke-free 
environments.  This was evident in the narratives of disempowerment, resistance and 
variable compliance with legislation in disadvantaged communities. Professionals 
were concerned about disempowering smokers who they understood to experience 
more cultural and environmental barriers in quitting smoking and adjusting to 
smoke-free environments in public and private places. These findings of the negative 
impacts of creating smoke-free environments adds to the work of Eadie et al (2008) 
who explored the variability in compliance in disadvantaged communities and Heim 
et al (2009) who explored how negative views about the legislation were mostly 
influenced by social concerns. The findings presented here suggest that there is a 
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caveat to the literature on the success of the smoke-free legislation (Donnelly & 
Whittle, 2008) and that it is important to consider how some disadvantaged smokers 
were disempowered and stigmatised in the re-shaping of their smoking behaviours in 
public spaces. While the discourse of empowerment and engagement is privileged in 
the earlier stages of re-shaping smoking behaviour and cultures, in the later stages 
the power of legislation is used as a form of subjugation.  The tensions between 
empowerment and subjugation is particularly problematic when considering the 
needs of certain sub-populations of disadvantaged smokers, who have higher levels 
of smoking, and live in communities where smoking is a culturally normative 
behaviour. Further understanding of the use of power and empowerment to engage, 
educate and support disadvantaged smokers during a process of the social de-
normalisation is required.  
 Stigmatisation was an intended outcome of a de-normalisation of tobacco use 
strategy. However it is argued here that stigmatisation was experienced more 
acutely by some smokers and the impact of policy was not experienced equally 
across different social groups. The exploration of smokers’ experience of 
stigmatisation as a consequence of their smoking in public places adds to the 
findings of Thompson, Pearce & Barnett (2007) who argued that the processes of 
stigmatising people who continue to smoke, and the subsequent spatial 
segregation into ‘smoking islands’ of smokers in the poorer communities, may 
lead to a reinforcement of smoking, rather than quitting. An important point from 
this thesis is related to the relationship between stigmatisation, self esteem and 
self efficacy, particularly for those disadvantaged smokers who experience dual 
stigmatisation. This contributes to the work of Louka et al (2006) and Burgess, Fu 
& van Ryn (2009) who reported that low self-esteem as a consequence of 
stigmatisation may make it more difficult for smokers to quit. While there is 
evidence of disadvantaged smokers accessing smoking cessation services, with 
the largest number of quit attempts in the most deprived communities in Scotland, 
the quit rate at one month was 31% in the most deprived communities compared 
to 43% in the least deprived communities (Galbraith, Munnoz-Arroyo & Hecht, 
2009). The stigmatisation of smokers, and in particular disadvantaged smokers, 
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needs further consideration in relation to their ability to sustain quit attempts and 
change smoking cultures in public places and the home, particularly in the context 
of their stressful and impoverished lives. In addition, the experiential knowledge 
held by practitioners of the potential barriers for smokers who live in particular 
social contexts, needs to be incorporated as a valid part of the ‘evidence’ 
informing interventions.  The findings also make a contribution to the debates in 
the literature about the ethics of stigmatisation as an explicit goal for public health 
(Bell et al., 2010
a,b 
; Stuber, Galea & Link, 2008; Bayer, 2008; Burris, 2008).  
People from lower socio-economic groups are less likely to have smoke-free homes 
(IARC, 2009).  Akhtar et al (2010) concluded that there are social inequalities in 
children’s exposure to SHS, as the levels of exposure for children from lower socio-
economic groups remained high in the home post-legislation. The findings presented 
here, therefore, make an important contribution to the growing UK qualitative 
research in developing understanding of the socio-cultural and environmental 
motivators and barriers to smoke-free homes (Jones et al., 2011; Robinson & 
Kirkaldy, 2009; Phillips et al., 2007; Robinson & Kirkaldy, 2007
a,b
). This 
understanding of the socio-cultural and environmental motivators and barriers to 
smoke-free homes provides insight into the area effect of the disadvantaged 
community on children’s SHSE reported by Sims et al (2010). 
The conclusion of this thesis is that stigmatisation of smokers is an effective 
public health policy in reducing the exposure of non-smokers to SHS.  However, 
the balance between success and unintended consequences of smoke-free policy 
for some smokers does require additional consideration by policy makers and 
practitioners. The additional burden of stigmatisation for disadvantaged smokers, 
the continuing social acceptability of smoking in disadvantaged communities and 
the cultural and environmental barriers may make it more difficult for these 
smokers to sustain quit attempts. Smoke-free policies, while successful in 
reducing exposure to SHS, may lead to greater inequalities in health if quit rates 
remain modest for disadvantaged smokers. Contextual adjustments may be 
required in the implementation of policy and the development of services, 
particularly adjustments that counter stigmatisation and increase participation of 
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disadvantaged smokers. There is limited evidence of effective interventions for 
disadvantaged smokers ( Murray et al., 2009), however further development of 
interventions that are showing promise for disadvantaged smokers (for example 
incentive schemes, improving access to smoking cessation services such as 
pharmacy schemes, as well as client centred approaches) is required (Bauld et al., 
2007).     
 
5.3 Impact on policy, practice and research 
The papers derived from the three studies from 1999-2007 represent a body of work 
that has influenced policy, research and practice in Scotland, England and 
internationally.   
Influencing Policy 
The findings from the Breathing Space study and paper 1 have been used in the 
report ‘Towards a Future without Tobacco’ (2006) by the Smoking Prevention 
Working Group. It is used as evidence in section six of the report where implications 
of research evidence are drawn upon to influence future tobacco control action. The 
report makes recommendation to use the findings from ‘Breathing Space’ ‘for any 
future smoking prevention initiatives based on community development principles’ 
(Scottish Executive, 2006, section 6). 
Influencing Research 
The study design that was developed by the Scottish research team for the 
longitudinal qualitative evaluation of the Scottish smoke-free legislation described in 
papers 3, 4 was used by both the Evaluation of the English smoke-free evaluation 
and the Welsh Smoke-free legislation Evaluation. Deborah Ritchie was a consultant 
to the Welsh evaluation led by Professor Odette Parry. The experience of conducting 
covert observations in public places (paper 3) was used to train the observers in the 
Welsh evaluation. Deborah Ritchie was involved in the training of the Welsh 
evaluators.  
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The findings that are explored in papers 5 and 6 have led to a unique partnership with 
ASH Scotland and Aberdeen University to develop interventions for smoke-free 
homes, influence policy makers and develop resources for tobacco control 
practitioners. This practice/policy/research partnership has been funded by the Big 
Lottery for £500,000. The partnership also has an aim of developing the research 
capacity within the voluntary sector.  
 
Influencing Practice 
Paper I is also used as a text for the Open University level 3 Health Promotion 
Course and Deborah Ritchie was asked to be a critical reader during the development 
of the course as a consequence of the community development experience 
demonstrated by the publication.  The course aims to develop health promotion 
practitioners.  
The findings from the Smoke-free homes (papers 5 and 6) have been used to initiate 
debates with practitioners about the next stage of development in tobacco control. It 
represents a sensitive area for public health as interventions are conducted within the 
private sphere of the home.   These debates have been conducted within meetings 
with tobacco control practitioners across the UK (South West England Tobacco 
Control Network 2008; N. E. England Tobacco Control Network 2008; Perth 
Practitioner Conference, 2009) and also as an agenda item at the Research and 
Evaluation Sub-Group of the Scottish Ministerial Working Group on Tobacco 
Control (Scotland). The findings were also used to develop debate in a workshop for 
tobacco control practitioners from across the UK for the prestigious UK Centre for 
Tobacco Control Studies’ training programme in March 2009 at Bath University. 
Importantly, as a direct consequence of a presentation on the UK smoke-free homes 
findings by Deborah Ritchie to the new Global Bridges project for Global Tobacco 
Control in May 2011 in Minnesota, USA, it was decided by the Global Management 
Board that the topic of smoke-free homes was added to the aims of the global 
project. A profile of Deborah Ritchie was made for the Global Bridges’ website and 
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the focus of the interview is based upon the experience derived from the smoke- free 
homes’ research. The Global Bridges project is funded by the Mayo Clinic and The 
American Cancer Society www.globalbridges.org.   
The six papers and the contribution to the three research studies form a substantial 
and coherent body of work.  This has been widely disseminated in forty seven 
presentations both nationally and internationally (appendix 3). There are five further 
linked publications to the three studies (appendix 3).  I have indicated my 
contribution to the three research studies and the publications and I am the sole 
author of the critical review. This represents a substantial and significant contribution 
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Appendix 1 QLLR- Process of the Individual Analysis 
Panel /focus groups and key 
stakeholders 
 
Types  and process of data analysis across  
Wave 1 (pre-legislation) Within Case analysis 
Descriptive summaries of participants 
Analysis of daily grids  
Re-reading before next interviews 
Wave 2 (post legislation) Descriptive summaries of participants accounts 
Research team working as an interpretive community to 
explore emergent themes and analytical hunches ( but very 
much at the exploratory stage and identifying unexpected 
findings)  
Analysis of daily grids 
Re-reading before next interviews 
Wave 3 (post-legislation) Descriptive summaries of participants accounts 
Research team working as an interpretive community to 
explore emergent themes and analytical hunches ( but very 
much at the exploratory stage and identifying unexpected 
findings)  
Analysis of daily grids 
Re-reading before next interviews 
Wave 4 (post-legislation) Descriptive summaries of participants accounts, Research 
team working as an interpretive community to explore 
emergent themes and analytical hunches (beginning to move 
from the exploratory stage to analytical coding )  
Analysis of daily grids 
Post data collection Within case analysis 
Comparing qualitatively the accounts of cigarette 
consumption in the  daily grid with the interview transcripts at 
each wave and across waves 
Across case analysis  
Thematic analysis across the participants’ accounts in the 
whole data set  
Longitudinal thematic analysis across the participants’ 
accounts in the whole data set 
Situating participant summaries, both thematically and with a 
longitudinal perspective, within each community and across 
all the communities i.e reviewing individual participant 
summaries with the thematic analysis and then situating these 
accounts within their own community observations and also 
across all the communities and across time. 
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Appendix 2 QLLR-Process of the Community Analysis  
Community Type of data analysis 
Wave 1 (pre-legislation) Within Community Analysis 
Summaries of observations in community venues 
Re-reading before next observations 
Wave 2 (post-legislation) Summaries of observations in community venues 
Research team working as an interpretive 
community to explore emergent themes and 
analytical hunches ( but very much at the 
exploratory stage and identification of 
unexpected findings) 
Re-reading before next observations 
Wave 3 (post-legislation) Summaries of observations in community venues 
Research team working as an interpretive 
community to explore emergent themes and 
analytical hunches ( identification of unexpected 
findings) 
Re-reading before next observations 
Wave 4 (post-legislation) Summaries of observations in community venues 
Research team working as an interpretive 
community to explore emergent themes and 
analytical hunches (beginning to move from the 
exploratory stage to analytical coding )  
Post data collection Within community analysis  
Longitudinal qualitative analysis of the 
summaries of the all the community venues to 
develop a community picture for each community 
of the adjustment to smoke-free legislation 
Across community  analysis 
Longitudinal qualitative comparison of each 
community. And comparisons of the two 
advantaged and two disadvantaged communities  
Situating the participants’ accounts, within their 
own community and across all  communities over 
time   
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